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usable and helpful programs of postgraduate education ever devised 
— through a subscription to the Medical Clinics of North America. 


Ask a colleague who is a subscriber (no difficult task since you can find one 
in almost any medical group) if he doesn’t honestly feel that the following 
check points truly characterize the Clinics: 


Y Practical Y Up-to-date 

VY Authoritative VY Readily understandable 

Y Applicable to Y A modest investment 
general practice for value received 


Program of the MEDICAL CLINICS for 1955 


January : See opposite page 
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Medieal Practice 


July : 2 Symposia from Scott & White Clinic and Cleveland Clinic on 
| Endoerine Disorders 
2. Renal Diseases 


September: Symposium from Boston on....... Methods of Treatment 
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2. Gynecology and Obstetries 


bimonthly books of postgraduate medicine 
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TREATMENT OF INCAPACITATED EUTHYROID CARDIAC PATIENTS 


WITH RADIOACTIVE 


IODINE 


CHAIRMAN’S ADDRESS 


SUMMARY OF RESULTS IN TREATMENT OF 1,070 PATIENTS WITH ANGINA PECTORIS OR CONGESTIVE FAILURE 


Herrman L. Blumgart, M.D., A. Stone Freedberg, M.D. 


George S. Kurland, M.D., Boston 


Evaluation of a new therapeutic method is difficult, 
particularly when the clinical course of the disease being 
treated is often irregular and occasionally characterized 
by unexpected remission and improvement. We have 
previously reported our earlier experience in treating a 
group of euthyroid cardiac patients by inducing hypo- 
thyroidism with radioactive iodine (I'*')*; all patients 
had shown evidence of continued incapacity despite 
having received all standard forms of therapy. We felt 
that ultimate evaluation of this therapeutic measure 
would be furthered by the results of independent studies 
in various clinics; a questionnaire has been distributed, 
therefore, to clinics using radioactive iodine, and the 
results of I’** treatment of euthyroid patients with ad- 
vanced cardiac disease have been accumulated and 
analyzed. The entire group consists of 1,070 patients, 
87 of our own series and 983 reported through the co- 
operation of 49 other clinics. 

We believe that for most patients with angina pectoris 
and congestive failure medical treatment successfully 
alleviates discomfort and provides increased capacity 
for a satisfactory program of life; there is, however, a 
small group of patients, in our experience probably less 
than 5%, who remain disabled and in great discomfort 
despite all available measures. For these patients with 
severe angina pectoris, various surgical measures have 
been advocated, such as sympathectomy, posterior rhi- 
zotomy, pericardial injury, Omentopexy, pericoronary 


neurectomy, or arterialization of the coronary sinus. 
Our present method of treatment was suggested by the 
fact that the work of the heart is lessened in myxedema 
and that alleviation of congestive failure and angina 
pectoris has long been witnessed in thyrotoxic patients 
when the metabolic rate is lowered from hyperthyroid 
to normal levels.* The rationale of the treatment is, in 
brief, that lowering the total metabolism of the body 
so reduces systemic circulatory requirements as to place 
them within the limit of cardiac reserve. 

Each patient in our series had been incapacitated for 
months or years, and each patient was believed to be 
euthyroid on the basis of clinical criteria, basal meta- 
bolic rate, serum cholesterol, thyroid uptake of tracer 
doses of I'*', and, in some instances, serum protein 
bound iodine. The clinical course of our patients had 
been stationary or only slightly worse during the months 
immediately prior to treatment; consequently, any strik- 
ing improvement could be confidently attributed to 
treatment. For each patient, the pretreatment level of 
disability may well be considered as the comparative 
control for that case. Forty-five of the 49 cooperating 
clinics likewise stated that I'*' treatment had been con- 
fined to those patients who were incapacitated or unable 
to work despite all other medical measures. The per- 
centage of patients showing improvement may therefore 
be considered as a salvage rate. 








From the Department of Medicine, Harvard Medical School, and the Medical Service and Yamins Research Laboratories of the Beth Israel Hospital. 

Read before the Section on Internal Medicine at the 103rd Annual Meeting of the American Medical Association, San Francisco, June 23, 1954. 
_ This work was carried out under a contract between the Atomic Energy Commission and the Beth Israel Hospital and was also aided by funds from the 
Sydney R. Green Heart Research Fund, Beth Israel Hospital. 

The discussion of this paper was opened by Dr. Henry L. Jaffe, Los Angeles. 
-, (a) Blumgart, H. & Freedberg, a. Ge and Kurland, G. S.: Hypothyroidism Produced by Radioactive Iodine (I™) in Treatment of Euthyroid Patients 
lat Angina Pectoris and Congestive Heart Failure: Early Results in Various Types of Cardiovascular Diseases and Associated Pathologic States, Circu- 
: -_ 1: 1105 (May) 1950. (6) Blumgart, H. L.; Freedberg, A. S., and Kurland, G. S.: Treatment of Incapacitated Euthyroid Cardiac Patients by Pro- 
Mone Hypothyroidism with Radioactive Iodine, New England J. Med. 245: 83 (July 19) 1951. (c) Blumgart, H. L., and Freedberg, A. S.: Lewis A. Conner 
! emorial Lecture: Heart and Thyroid: With Particular Reference to Treatment of Heart Disease, Circulation @: 222 (Aug.) 1952. 

2. Blumgart, H. L.: Velocity of Blood Flow in Health and Disease: Velocity of Blood Flow in Man and Its Relation to Other Measurements of Circulation, 


Medicine 10: 1 (Feb.) 1931. Blumgart, H. L.; Levine, S. A., and Berlin, D. D.: Congestive Heart Failure and Angina Pectoris: Therapeutic Effect of Thyroid- 





ny on Patients Without Clinical or Pathologic Evidence of Thyroid Toxicity, Arch. Int. Med. 51: 866 (June) 1933. 
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RESULTS 


The results of treatment in the total of 1,070 patients, 
fewer than one-tenth from our own series, were eval- 
uated as excellent, worth while, and not worth while. 
An excellent result denotes that the patient is markedly 
improved over pretreatment status, with either no recur- 
rence of symptoms or a marked decrease in the fre- 
quency and severity of angina pectoris or congestive 
failure, despite markedly increased activity; in many in- 
stances rehabilitation and return to gainful employment 
occurred. A good or worth-while result denotes definite 
improvement, with a decrease in frequency and severity 
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treated elsewhere showed worth-while improvement: 
23% showed excellent results, and 39% showed good 
results. The remainder, 38%, failed to show improve- 
ment. Our own experience, denoted in the right-hand 
columns of figure 2, is quite similar. 

It should be noted that the over-all results of treat. 
ment are not as gratifying in congestive failure as in 
angina pectoris; however, more than half of the patients 
showed worth-while improvement, and 23% experi- 
enced an excellent result. The duration of follow-up 
after hypothyroidism in our own series was from 2 to 
72 months, with an average of 24 months. Sixty-one of 


Results of Radioactive lodine Treatment in 1,070 Euthyroid Cardiac Patients 





Angina Pectoris Congestive Heart Failure 














», ™ S EE 
Patients Patients 
sie - 
No. No. 
ae Results i. Results 

No. More ~ —  -. Not - 

Responsible Evalu- Than Excel- Worth Evalu- Than Excel- Worth 

Clinie Correspondent ated 1Yr. lent Good While ated a Ee. lent Good While 
Albert Einstein, South Philadelphia.................. W. Serber 25 17 10 9 6 10 7 0 3 7 
Both Israel MOspital, Boston... .cccccccccccccevccsces H. L. Blumgart 62 42 24 20 18 25 18 4 9 12 
Billings Ciale, BUNNGS, MORt.....0cccccccccccecveceese A. M. Fulton 7 5 0 5 2 5 5 0 5 0 
Cedars of Lebanon, Los Angeles...................+. H. L. Jaffe 153 111 81 54 18 78 55 41 22 15 
CHOPERNEE CHEE, CROVEIORG,. ..ccccccccccsccccsccccunces C. Ernstene 9 4 4 2 8 11 2 2 2 7 
Colorado Springs Medical Center..................... J. W. Lewis 15 6 6 7 2 8 3 3 4 1 
Cook County Hospital, Chicago..................... I. F. Hummon 14 a) 3 3 8 6 4 1 3 2 
Emery Tumor Clinic, Los Angeles................+.06 B. R. Craig 11 6 5 2 4 ee ee ee oe os 
Emory University Clinic, Atlanta, Ga................ C. M. Huguley 52 15 29 11 12 21 5 3 5 13 
Good Samaritan Hospital, Lexington, Ky............ R. W. Willmott 22 4 14 6 2 6 3 2 2 2 
Henry Ford Hospital, Detroit.....cvcccccccceccccvesece E. H. Drake 10 9 5 4 1 3 1 0 3 0 
TY TONE, Ee Beg vc cvccesscdvcccdscséccces H. R. Senturia 13 4 5 7 1 13 0 5 3 5 
Marquette University School of Medicine, Milwaukee I. I. Cowen 6 2 1 4 1 5 2 2 3 0 
Massachusetts General Hospital, Boston............. E. Chapman 13 8 5 2 6 26 27 4 13 9 
BEE. GEE BRONTE, TOW TOT ic cc svcccccsevcsccccsess S. Silver 11 8 4 4 3 2 2 0 0 2 
New York Medical College, New York.............04 F. J. Borrelli 18 2 0 10 8 2 0 0 0 2 
Philadelphia General Hospital...................0000- S. Bellet 14 a 3 6 5 3 os 0 3 0 
St. Raphael Hospital, New Haven, Conn............. R. Shapiro 5 2 2 1 2 12 3 1 3 8 
University Hospital, Ann Arbor, Mich................ W. H. Beierwaltes 6 4 2 3 1 4 2 0 2 9 
University of Pennsylvania Hospital, Philadelphia... J.C. Wood 68 68 18 19 31 25 25 6 4 15 
Western Reserve University, Cleveland............... H. Friedell 30 30 11 11 8 ie * ae a ad 
Te es, FI yn 66- 06000 maccobedeecess J. B. Wolffe 76 42 18 38 20 23 16 0 9 14 
28 clinics reporting fewer than 10 cases each *....... 0 ssseeeeeeeeeeeee 80 29 34 29 17 62 13 6 39 17 
I ndtndds6ebederesdereeReivenitbadowenieeeess onereeesoreedese 720 427 284 257 79 350 193 80 137 133 





* The following correspondents evaluated fewer than 10 cases each: J. A. Greene, Baylor University, Waco, Texas; 
I. Pilot, Edgewater Hospital, Chicago; A. L. Ureles, Genesee Hospital, Rochester, N. 74 
T. Ogden, Hartford Hospital, Hartford, Conn.; 
Y.; J. E. Levi, Mt. Sinai, Baltimore; J. Sampson, Sut. Zion, San Francisco; R. C. Norman, Nix Hospital, 
A. 8. Steiner, Sharon General Hospital, Sharon, Pa.; J. F. Larrabee, St. Margaret's 


NM. D.2 
Good ‘Samaritan Hospital, Portland, Ore.; _R. 
mutter, Maimonedes Hospital, Brooklyn, N 
San Antonio, Texas; W. J. Tighe, Rees- Steaty Clinie, San Diego, Calif.; 
Hospital, Hammond, Ind.; K. R. Kaess, St. Mary’s Hospital, 


WwW aterbury, Conn.; 


F. L. Donat, Dakota Clinic, Fargo, 
H. Levene, Gen. "Rose Hospital, Denver; H. Kammer, 
P. Asper, Johns Hopkins Hospital, Baltimore: M. Perl- 


J. C. Havranek, St. Anthony’s Hospital, Chicago; L. M. Meyer, South 


Nassau Communities’ Hospital, | Fe &- Tumor Clinic, Swedish Hospital, Seattle; E. F. Fowler, University of Illinois, Chicago; D. R. German, University 


of Kansas, Lawrence; T. Hutchins, University of Oregon, Portland; 


Washington, Seattle; B. T. ‘Towery, Vanderbilt oat Nashville, Tenn.; 


R. L. Huff, Veterans Administration Hospital, Seattle; 


of attacks of angina pectoris or congestive failure on 
the same amount of activity as before treatment. In the 
remainder of the patients, there was no worth-while 
improvement. 

Angina Pectoris.—The results in the 720 patients 
with angina pectoris, approximately 200 of whom also 
had evidences of congestive heart failure, are shown in 
the table and in figure 1. Seventy-six per cent of the 
patients treated elsewhere showed worth-while improve- 
ment; 40% showed excellent results, and 36% showed 
good results. Twenty-four per cent showed no worth- 
while result. Our own experience, shown in the right- 
hand columns of figure 1, was quite similar. 

Congestive Failure.—The results in the treatment of 
350 patients with congestive failure are shown in the 
table and in figure 2. Sixty-two per cent of the patients 


B. Catz, University of S. California, Los Angeles: R. H. Williams, University of 
W. A. Reilly, F. Bauer, Veterans Administration Hospital, San Francisco; 
. H. Janzen, Yale "University, New Haven, Conn. 


our 87 patients (70%) have been observed for more 
than one year. Five hundred sixty of the 983 patients 
treated elsewhere, or 57%, have been observed for more 
than one year. 


CRITERIA FOR SELECTION OF PATIENTS 


Patients with angina pectoris who may be expected 
to gain the greatest benefits from treatment with I*** are 
those in whom the disease, regardless of its severity, has 
been relatively stationary or only slightly progressive 
over a period of one year or more. Patients with con- 
gestive failure should show evidence of some cardiac re- 
serve, such as improvement in signs of congestive failure 
and other symptoms on bed rest or with the use of 
diuretics and digitalis. The basal metabolic rate should 
be more than -10%. It is important that the patient 
be alert, cooperative, and emotionally stable. It has 
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been our experience that hyperactive, tense patients are 
particularly favorable candidates. 

The very recent onset of angiia pectoris or of status 
anginosus, or other evidence of rapidly progressive car- 
diovascular disease, is considered by us a contraindica- 
tion to I'** therapy. In this connection it should be em- 
phasized that we have no reason to believe that hypo- 
thyroidism retards the progression of the underlying 
pathological process. The treatment of heart disease 
with I'* is not to be considered as curative; it is a pal- 
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Fig. 1.—Results of radioactive iodine treatment of 720 euthyroid 
patients with ‘angina pectoris in a cooperative series and in a group of 
cases studied at Beth Israel Hospital. 


liative procedure that is to be regarded as an adjunct to 
recognized medical measures. It is unwise to treat pa- 
tients who are in terminal phases of their disease, par- 
ticularly since two to six months intervene before the 
hypometabolic state is attained. Some clinics, in con- 
trast to our own earlier experience, have not regarded 
rapidly increasing angina pectoris or congestive failure, 
intermittent claudication, or low metabolic rate as con- 
traindications to treatment; further detailed studies are 
required to settle these points. 


SCHEDULES OF TREATMENT 

Several clinics reported the use of single doses of I*** 
as high as 50 mc. Reports from those clinics indicate, 
as might be anticipated on the basis of earlier experi- 
ence, that some of their patients suffered temporary 
aggravation of their angina pectoris or congestive fail- 
ure; there were a few deaths. In prior reports, we and 
others have observed that, with unduly large doses, radi- 
ation thyroiditis may be associated with release of rela- 
tively large amounts of thyroid hormone into the blood 
stream, with temporary hyperthyroidism.* This is mani- 
fested by clinical evidences, by lowering of the choles- 
terol level, by rise in basal metabolic rate, and by in- 
creased serum protein bound iodine. That such seriously 
ill persons cannot tolerate this temporarily increased 
burden is not surprising; our practice, therefore, has 
been to give patients with I’** uptakes in the euthyroid 
range, such as 30%, an initial dose no larger than 20 
mc. and, in the instance of those with higher uptakes or 
those who suffer attacks of angina pectoris while at rest 
in bed or during the night, to utilize smaller doses of 10 
mc. These doses are usually given at weekly intervals 
for three doses. The period during which the complicat- 


CARDIAC PATIENTS—BLUMGART ET AL. 3 


ing temporary hypermetabolism may occur is usually 
the second and third week of treatment; it is, therefore, 
our practice to insist that all patients with angina pec- 
toris decubitus restrict their activities during the three 
weeks after the initiation of therapy. At one to two 
month intervals additional single doses are given until 
hypothyroidism becomes manifest. Since adoption of 
the above program, thyroiditis has not been a serious 
problem. Mild, transitory thyroiditis occurs in approxi- 
mately one-third of the patients. In one clinic, one of 
three patients given I'*! therapy while taking bishydroxy- 
coumarin (Dicumarol) suffered hemorrhage into the 
thyroid and died. 

The use of single large doses has evidently been mo- 
tivated by a desire to shorten the period of treatment 
and to secure earlier onset of hypothyroidism. Similarly, 
pretreatment with the thiourea derivatives or with thy- 
roid-stimulating hormone has been used. Our experience 
and that of others seems to indicate that the use of these 
measures to produce more widespread and sudden de- 
struction of the thyroid may be hazardous. In patients 
whose uptake is unduly low because of prior ingestion 
of iodine or who have received iodine for purposes of 
intravenous pyelography or for cholecystography, the 
deiodination of the thyroid by means of thiourea deriv- 
atives may be employed. Tracer studies should then be 
instituted and the dosage of I*** calculated in accord- 
ance with the result of such studies. No toxic effects of 
radiation have been observed. Extensive studies of the 
blood and urine have revealed no abnormal findings. 
No clinical or laboratory evidence of parathyroid insuf- 
ficiency has appeared. Pathological studies of the radia- 
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Fig. 2.—Results of radioactive iodine treatment of 350 euthyroid patients 
with congestive heart failure, in a cooperative series and in a group of 
cases studied at Beth Israel Hospital. 


tion effects ** on the thyroid have been reported; the para- 
thyroids, evidently protected successfully by their cap- 
sules, showed no morphological changes. 

The onset of improvement was coincident with the 
occurrence of hypothyroidism and was usually two to 
six months after the initiation of therapy. The irregular 
interval of eight weeks to six months after the first treat- 
ment with I'*' before hypothyroidism becomes evident 
is an additional safeguard against the possible effect of 
suggestion; the time at which hypometabolism and clin- 





3. (a) Freedberg, A. S.; Kurland, G. S., and Blumgart, H. L.: The 
Pathologic Effects of I** on the Normal Thyroid Gland of Man, J. Clin. 
Endocrinol. 12: 1315 (Oct.) 1952. (6) Blumgart and others,™* 
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ical improvement will occur cannot be foretold by the 
patient or the physician. The clinical improvement, 
first noted by the patient and later found to be coinci- 
dent with the inception of hypometabolism, when the 
results of the serum-cholesterol and basal-metabolic 
determinations are made available, is consequently the 
more impressive. The first clinical intimations of in- 
cipient hypothyroidism may consist of one or more of 
the following: slight fulness or puffiness of the face; in- 
creased sensitivity to cold; or slight stiffness of the joints, 
arthralgia, or paresthesias. Concomitantly, the patient 
usually reports that the attacks of angina are milder or 
less frequent or that dyspnea and orthopnea are di- 
minished. A daily dose of desiccated thyroid, 6 or 12 
mg., should then be administered. In each patient, thy- 
roid dosage must be adjusted to maintain him at the 
lowest metabolic level at which he experiences the maxi- 
mum relief from his cardiac disease and the minimum 
discomfort from myxedema. Occasionally this may not 
be possible, the patient showing little or no improve- 
ment over his pretreatment status when sufficient thyroid 
is administered to obviate the discomfort. Most pa- 
tients are maintained with little discomfort at a level of 
approximately —-20 to -25% on a daily dose of 6 to 30 
mg. of thyroid. Occasionally, patients may suffer a re- 
currence of their symptoms because residual thyroid 
tissue has regenerated and caused return of the meta- 
bolic rate to pretreatment levels. In such instances, 
thyroid is withdrawn, and, after tracer doses show ade- 
quate uptake of I'*', an additional therapeutic dose is 
administered. Besides these considerations, the same care- 
ful supervision and therapeutic program indicated for all 
patients with heart disease are essential. 


HYPERCHOLESTEREMIA, MYXEDEMA, AND 
ARTERIOSCLEROSIS 


The question naturally arises whether the high choles- 
terol values and myxedema dispose the patient to an 
increased progression of arteriosclerosis. The situation 
is not strictly analogous to untreated complete myxe- 
dema, since these patients receive small doses of thyroid. 
In this connection we have reviewed the clinical course 
and postmortem findings of patients who survived from 
1 to 11 years after surgical total thyroidectomy and in 
whom hypometabolism with elevated cholesterol values 
was present. We have been particularly interested in 
the younger patients with rheumatic heart disease. In 
them, only slight or minimal coronary arteriosclerosis 
would ordinarily be anticipated at death. If decided 
arteriosclerotic lesions were observed post mortem in 
such patients, the lesions might well be attributed to the 
myxedematous state. In a study reported elsewhere,* 
the clinical and postmortem findings are reported of 
eight such patients with rheumatic heart disease or cor 
pulmonale, in whom hypothyroidism or myxedema was 
present and who survived from 1 to 13 years (average, 
7.4 years) following surgical total thyroidectomy. None 
of the eight cases showed complete occlusion of any of 
the coronary arteries; five of the eight showed no narrow- 
ing of any of the main stems or branches of the coronary 
arteries; only three of the eight showed slight narrowing 
of one of the main stems. In the other arteries, damage 
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from atheromatosis and atherosclerosis varied greatly, 
but conditions were similar to those usually observed in 
similar euthyroid patients. Our results do not, of course, 
disprove a role of cholesterol in the production of athero- 
sclerosis; these results do demonstrate, however, that 
over the observed period of time the hypothyroid state, 
controlled with small daily doses of desiccated thyroid, 
is not necessarily, in itself, sufficient cause for the pro- 
duction of coronary atherosclerosis. 

Studies of the cardiovascular system in spontaneous 
myxedema have demonstrated an increased size of the 
cardiac silhouette, diminished force of cardiac contrac- 
tion, decreased cardiac output and velocity of blood 
flow, diminished plasma and total blood volumes, and 
lowered voltage of the electrocardiogram. There is con- 
siderable difference of opinion regarding the clinical 
significance of these changes; in most cases, cardiac 
function remains adequate. The “myxedema heart,” 
in the sense of a condition precipitating congestive heart 
failure, as described by Zondek*® and Fahr,* occurs 
rarely. Extensive studies in our patients * indicate that 
the “myxedema heart,” in the sense of a condition pre- 
cipitating angina pectoris or congestive failure or accom- 
panied by marked changes demonstrable on electrocar- 
diographic tracings or roentgenograms, does not occur 
in patients with prolonged, controlled hypothyroidism 
induced by administration of radioactive iodine. The 
question naturally arises whether I*** treatment of heart 
disease prolongs the duration of life. Statistical analysis 
of our data does not yield a decisive answer to this ques- 
tion. It appears that duration of life of these severely 
ill patients has not been decreased and may have been 
prolonged *; future studies may well clarify this point. 


CONCLUSIONS 

Hypothyroidism can be regularly induced in euthy- 
roid patients by one or more appropriate doses of radio- 
active iodine. After such treatment in 50 clinics of 
1,070 patients with intractable angina pectoris or con- 
gestive failure, approximately 75% of the 720 patients 
with angina pectoris showed worth-while improvement 
(half of these showed marked improvement and half a 
good result), and approximately 60% of the 350 pa- 
tients with congestive failure showed worth-while im- 
provement (approximately 20% of these showed 
marked improvement and 40% moderate improve- 
ment). In the clinical management of these patients, 
small daily doses of thyroid are usually administered 
to maintain the lowest metabolic rate consistent with 
comfort. In intractable cardiac cripples who are usually 
considered for surgery, hypothyroidism induced by radio- 
active iodine gives improvement through medical means 
without the risk and complications of surgery. 

330 Brookline Ave. (15) (Dr. Blumgart). 
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ENVIRONMENTAL FACTORS OF OCCUPATIONAL ORIGIN RELATED 
TO CARCINOGENESIS 


lan Macdonald, M.D., Los Angeles 


Although 179 years have passed since the first cancer 
of occupational origin was identified, only in the past 
30 years has the list been extended to include a variety 
of causes of different types, many of them peculiar to cer- 
tain industries. The list now includes a considerable num- 
ber of agents for which there is unmistakable evidence 
of carcinogenicity and a still longer list of suspect sub- 
stances for which proof of their ability to evoke a neo- 
plastic response is still lacking. As is consistent with the 
complexity of human cancer in general, some of the 
more recently acquired knowledge in this area has posed 
more problems than it has answered. From the stand- 
point of the industrial physician, there are two respects in 
which occupational cancer is by good fortune dissimilar 
to most of the known causative factors for cancer in gen- 
eral: much of the constantly accumulating knowledge 
of occupational factors has brought into sharp focus the 
hazards of occupational exposure to certain agents, and 
once these environmental factors in industry are identi- 
fied their control is usually entirely practical. In many 
instances cancers of environmental origin have been 
demonstrated to present an epidemiological picture as 
clear as that of many of the controlled infectious dis- 
eases. 


It will be obvious that the increase in occupational 
factors both established and suspect as carcinogens dur- 
ing the past several decades is a reflection of the increas- 
ing degree of industrialization of our society, some phases 
of which have aroused the curiosity and active interest 
of experimentalists in cancer. The number of industries 
utilizing substances from which it is known or suspected 
that carcinogens may be derived is increasing, and the 
occupationally and environmentally exposed members of 
the population are, as a corollary, increasing. In indus- 
try as in medicine there is greatly increased exposure of 
personnel to radioactive waste and degradation products. 
Among the newer chemical hazards in the occupational 
environment one thinks of the utilization of macromo- 
lecular compounds in the form of plastics, and organic 
and inorganic materials in the form of dyes and pesti- 
cides. Add to this the universal use of petroleum and its 
by-products, and it is obvious that industrial medicine 
and preventive health are confronted by an inescapable 
challenge in the recognition and control of carcinogenic 
agents in the ever-expanding industrial atmosphere. The 
list of known carcinogens in industry is already imposing: 
paraffin, shale oil, arsenic, tar and pitch, anthracene, 
creosote, benzene, aromatic amines, chromates, aniline 
dyes, 8-naphthylamine, ultraviolet rays, x-ray, radium, 
and fissionable material. Many chemicals of recent de- 
velopment are carcinogenic to certain animals, and some 
may be capable of inducing neoplasm in man. In mice, 
for example, carbon tetrachloride produces primary can- 
cer of the liver, urethane gives rise to a cancer of the 
lung, and a commonly used organic solvent, diethylene 
glycol, produces cancer of the urinary bladder. 


Environmental cancinogens are classifiable on the 
basis of their nature, their site within the environment, 
and the target tissues responsive to their action. The car- 
cinogenic agents of primary importance are of two types, 
physical and chemical. Representative of the former are 
various sorts of ionizing radiation, even including the 
ubiquitous effect of ultraviolet irradiation from exposure 
to sunshine. The chemical agents fall into organic and 
inorganic groups; representative of the former are the 
aromatic amino and azo compounds, coal tar and its de- 
rivatives, and petroleum and its by-products. The inor- 
ganic chemical agents are exemplified by arsenic, chro- 
mium, and nickel. There are also a few cancers of para- 
sitic origin with occupational implications, particularly 
the cancer of the urinary bladder secondary to schisto- 
somiasis seen in the farmers of lower Egypt. 


INDIVIDUAL RESPONSIVENESS 


The mechanism of action of potential carcinogenesis 
in the occupational environment is not as direct as might 
be inferred from certain classical experimental demon- 
strations in the production of cancer in animals. This is 
to say, the capacity of neoplastic response is something 
more complex than the sequence of simple exposure of 
the tissue or organ that may so respond to the environ- 
mental agent that may be capable of evoking such a 
response. The potentiality of various agents as possible 
carcinogens depends on their type, their species speci- 
ficity, the time and intensity of exposure, and, most im- 
portant, the responsiveness of the person exposed. As- 
suming that a certain substance has carcinogenic proper- 
ties, the development of a neoplasm as well as the dura- 
tion of the latent period will be determined by the product 
of the foregoing factors of potency, time and intensity 
of exposure, and individual responsiveness. Of these the 
last is by far the most important, with the potency of the 
agent being next in significance. 

Several of the factors concerned in this biological 
equation deserve elaboration. The age of the exposed 
subject may be of little or no importance, and this is an 
opportune moment at which to inject the historical ref- 
erence without which no discussion of this subject may 
be regarded as complete. The lucid documentation of the 
scrotal cancer of chimney sweeps by Percival Potts in 
1775 included data concerning the development of this 
form of occupational cancer at the time of adolescence. 
Since in the 18th century the prohibition of child labor 
was an idea entertained only by the most fanatic re- 
formers and it was commonplace for boys to begin their 
apprenticeship as chimney sweeps at the age of 4 or 5, 
by the time of adolescence there had occurred a suf- 
ficient period of exposure to permit the development of 
the neoplasm in those who were capable of such a re- 
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sponse.The few remaining members of this rapidly van- 
ishing trade are subject to scrotal cancer in middle life, 
having begun their occupation at a time when their prede- 
cessors of two centuries ago had in some instances al- 
ready fallen victims to this occupational hazard. A modi- 
fying condition may be the state of the tissues capable of 
response and dependent on individual habits that are re- 


TABLE 1.—Lesions That May Be Associated with 
Occupational Carcinogens 


Lesion 
Skin 
Alopecia 


Atrophy 


Eczema 


Keratosis 


Hyperkera- 
tosis 


Verrucae 
Ulceration 


Leukoderma 


Leukomela- 
noderma 


Melanoderma 
Scleroderma 


Nasal Passages 
Papillomas 
Polyps 
Perforation 
Ulceration 

Bladder 


Hemorrhage, 
submucosal 


Papillomas 


Eyes 
Papillomas 


Description 


Spotty loss of hair 


Skin grossly thinned and 
glistening in patches, asso- 
ciated with keratotic areas 


Dry, seborrheic patches on 
skin 


Flat, discrete, scaly area on 
skin with raised pearly 
borders; usually on parts 
of skin exposed to earci- 
nogen, but may occur in 
unexposed parts, particu- 
larly about sweat glands, 
with arsenic 

Rough, fissured  keratotic 
plaques with small, hard, 
wart-like horns, usually on 
hands and soles; may be- 
come nodular and uicerate 


Form of hyperkeratosis 
Breakdown of keratotic lesions 


Absent pigmentation alone 

Patchy increased and absent 
pigmentation of skin; most 
common in areas of high- 
est pigmentation, and may 
involve oral mucosa 


Increased pigmentation alone 

Dry, scaly, parchment-like 
skin, with enlarged pores, 
associated with leukomela- 
nodermi 


Develop in antrum, ethmoid 
cells, and turbinates 

Nasal septum 

Nasal mucosa 


Varying size with telangiec- 
tasia; located mainly in 
trigone and about ureteral 
orifices 

Polypous or villose, pedun- 
culate or sessile, often 
multiple about trigone and 
ureteral orifices 


Pedunculate; develop mainly 
on lids, occasionally on 
eyeball 


Bones and Bone Marrow 


Blood dys- 
crasias 


Bone 
Lungs 


Hyperplastic, hypoplastic, 
aplastic, or hemolytic ane- 
mia; thrombocytopenic 
purpura with spleen not 
markedly enlarged 


Periostitis 


No precancerous lesions ob- 


served 


Causative Agent 


Arsenic, radioactive sub- 
stances, radiation 

Pitch, tar, asphalt, ra- 
dioactive substances, 
radiation (including 
ultraviolet rays) 

Arsenic, asphalt, pitch, 
soot, tar 


Anthracene, arsenic, as- 
phalt, creosote, crude 
mineral oil, crude par- 
affin, pitch, sodium 
nitrate, soot, tar, ra- 
dioactive substances, 
radiation (including 
ultraviolet rays) 


Anthracene, arsenic, as- 
phalt, creosote, crude 
mineral oil, crude par- 
affin, pitch, tar, radio- 
active substances, 
radiation (including 
ultraviolet rays) 


Crude mineral oil, crude 
paraffin, radioactive 
substances, radiation 


Nickel carbonyl 


Chrome salts 
Chrome salts 


Aniline, benzidine, 
B-naphthylamine and 
derivatives 


Arsenic, asphalt, creo- 
sote, crude mineral oil, 
pitch, tar, radiation 
(including ultraviolet 
rays) 


Benzol and derivatives, 
radioactive substances, 
radiation 


Chrome salts 





garded as environmental in cause; thus cancers of the 
scrotal skin may develop not only in chimney sweeps but 
in workers exposed to other carcinogenic chemicals, but 
only in the presence of poor personal hygiene. 

The factor of individual sensitivity to a given carcino- 
gen is one of intriguing importance. I believe that the 
capacity to respond to a carcinogen is established by 
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genetic inheritance, which determines the capability of 
the somatic cells to become altered in response to en- 
vironmental influences, the phenomenon of somatic mu- 
tation. The direction and degree of such somatic mu- 
tation as a process of overadaptation incited by the 
environmental carcinogens constitutes a reasonable hy- 
pothesis for the variability in response of different per- 
sons to the same agent in the same intensity over the same 
period of time. Such inherent cellular variability must 
determine so common a process as the development of 
skin cancer in keratoses; millions of persons have dys- 
keratoses, but only in thousands does the malignant pro- 
gression occur. Whether this hypothesis is correct or not, 
the fact that it represents justifiable speculation is a 
forcible reminder of what was implied earlier: the fallacy 
of thinking of cancer of occupational origin as the result 
of an agent of constant potency influencing a target tissue 
of uniform responsiveness. Thus one may not think of 
industrial cancer as a mass production process; factors 
within the exposed person, probably of predetermined 
genetic origin, determine susceptibility. 


LESIONS THAT INDICATE SUSCEPTIBILITY 


The individuality of response, or lack of response, is 
evident in practically every known type of neoplasm pro- 
duced by occupational exposure. In some industries in- 
dividual susceptibility as shown by the development of 
premalignant lesions provides a method for mass screen- 
ing that filters out the employees to whom the occupa- 
tion is a hazard. An outstanding example is the develop- 
ment of papillomas of the urinary bladder in aniline dye 
workers, 30 to 40% of whom will have this precancerous 
process. Detection and eradication of the papillomas by 
cystoscopic technique and removal of the employees so 
affected from contact with the carcinogens can reduce 
the incidence of cancer of the bladder from this cause 
to nearly zero. As indicated in table 1, adapted from a 
study made by the New York State Department of 
Health,’ there is a very considerable list of lesions that 
may be associated with occupational cancer-producing 
agents; these lesions usually indicate individual sensitiv- 
ity to a given agent. Some of these lesions are of known 
precancerous significance, and in some no such implica- 
tion has yet been established. Frequently the indicated 
measures are far less drastic than the separation of the 
worker from his employment; in some instances only 
simple hygienic measures are required, and in others pro- 
tective clothing or special protective devices are suffi- 
cient. In certain situations the installation of effective 
exhausts or hoods will be protective. In some of the 
lesions listed, particularly of the skin, such processes as 
keratoses are produced by occupational agents almost as 
weakly carcinogenic as is actinic radiation, and in these 
instances careful prophylactic removal may be employed, 
with subsequent regular follow-up. 

Contributing further to the complexity of occupational 
hazards is the fact that a few agents may have multiple 
sites of action and some may produce secondary morbid 
processes in which cancer may develop without a clear 
relationship to the causative influence. Our colleagues 
in the specialty of radiology offer an outstanding exam- 
ple of double jeopardy in respect to the occupational 
hazard that they must encounter, that of ionizing radia- 
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tion. Having acquired an adequate knowledge of pro- 
tective factors against significant roentgen damage to the 
skin as a result of long exposure to minute quantities of 
irradiation, radiologists now have leukemia 10 times 
,0re frequently than do other members of the profession. 
Less commonly, in radiologists, physicists, technicians, 
or others similarly exposed, a primary form of anemia 
may develop, with a coincident atrophic gastritis in which 
gastric polyposis may arise, subsequent to which gastric 
carcinoma can become established. The chain of events 
has been established in certain patients so exposed to 
irradiation, and in such persons one must accept the 
eventual gastric carcinoma as no less an occupational 
disease than the roentgen-induced cutaneous carcino- 
mas so frequently seen in former years. 


TABLE 2.—Environmental Carcinogens 


Organs Nature of 
Name Date Discoverer Affected Exposure * 
Soot 1775 ~=— Potts Skin (scro- O. (chimney 
tum) sweeps) 
Arsenie 1822 Ayrton Skin O.,E. 
Paraffin oil 1875 Volkmann Skin O. (lignite and 
shale oil 
industry) 
Shale oil 1876 Bell Skin oO. 
Pitch and tar 1876 Manouvriez Skin oO. 
Crude oils (some) 1879 Harting and Skin oO. 
Hesse 
Sun (ultraviolet 1893 Unna Skin O. (farmers, 
rays) sailors) 
Aromatic amines 1895 Rehn Bladder O. (dye in- 
dustry) 
Roentgen rays 1902 Frieben Skin O., M. 
Schistosoma hema- 1911 Ferguson Bladder E., O. (Egypt) 
tobium ” 
Roentgen rays, 1911 Von Jagicz, Bone O., M. 
radium Schwartz, and marrow 
Von Sieben- (leukemia) 
rock 
Anthracene oil 1913 Rambousek Skin oO. 
Betel nut, tobacco 1915 Davis Mouth Habit (India, 
Malay) 
Diet deficiency 1919 Mouchet and Liver E. (poverty 
Gerard diets, Afri- 
cans, Chinese) 
Radium 1920 Leitch and Skin O., M. 
Sequira 
Lubricating oils 1922 Southam and Skin O. (mule 
Wilson spinners) 
Creosote 1924 Cookson Skin oO. 
Benzol 1928 Delore and Bone 0. 
Bergamo marrow 
. (leukemia) 
Uranium 1929 Léwy Lung oO 
Radioactive rays 1931 Martland Bone O., M. 
Chromates 1932 Alwens Lung oO. 
Nickel carbonyl 1932 Stephens Nasal Oo 
sinuses 
and lung 
Asbestos 1934 Wood and Lung oO. 
Gloyne 
Radioactive rays 1934 Neitzel Lung O., M. 
Tar fumes 1936 Kahawata Lung oO. 
* 0., E., and M. = occupational, environmental, and medical. 


In table 2 the principal groups of environmental car- 
cinogens are listed in chronological order of their dis- 
covery, as compiled by Hueper.* The future program for 
the control of occupational cancer hazards demands 
additional evidence as to the potency of some agents 
that are at present suspect and an alert awareness on 
the part of industrial physicians in the recognition of 
evidence of possible carcinogenicity of new substances. 
It is obvious that the full spectrum of carcinogenic haz- 
ards in industry is only partially known, and the 
areas most urgently requiring investigation are those of 
radioactive substances, natural chemicals, particularly 
those involved in high temperature distillation and frac- 
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tionation of petroleum, and synthetic organic chemicals. 
Nearly all of the cancer-producing agents listed in table 
2 are widely used in industrial processes. Actually, there 
is hardly a single industry in which at some stage at least 
one carcinogen is not found. A program of social and 
technical control, particularly in certain industries, is 
essential in public health. 


From the technical standpoint, known carcinogenic 
agents should be eliminated, or exposure to them should 
be reduced to a subthreshold level. Safety procedures 
in plants handling carcinogenic agents should include 
necessary enclosure of the manufacturing processes, as 
well as protection of the whole plant and of the commu- 
nity in general by preventing the escape of carcinogenic 
wastes into the atmosphere, the water, or the soil. Ade- 
quate protective clothing, respirators, and gloves should 
be provided when indicated, and the use of these and 
other protective and hygienic measures should be ex- 
plained to and enforced on employees. No less impor- 
tant is periodic, thorough medical supervision of all ex- 
posed workers. 

SUMMARY 

Carcinogenic substances incidental to industrial pro- 
cedures represent a hazard both to those occupationally 
exposed and to the population in general. The potential 
carcinogenic materials may be classified on the basis of 
their nature, their environmental site, and the target tis- 
sues responding to them. Their natural state may be chem- 
ical, physical, or biological. Their environmental site may 
be in the atmosphere, in the soil, or in the water. The tis- 
sues responding to them may be at the site of initial con- 
tact or in organs or organ systems concerned with their 
metabolic and eliminative processes. The control of these 
environmental factors seems entirely practical on the 
basis of current industrial hygiene and toxicologic prac- 
tices. An awareness on the part of industrial physicians 
is the necessary starting point for the protection of those 
environmentaliy exposed. 


2009 Wilshire Blvd. (57). 
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Treatment of Cerebral Hemorrhage.—The location of the 
hemorrhage is of the utmost importance. Today surgery should 
be seriously considered for the relief of the pressure of sub- 
dural or extradural hemorrhages. Patients frequently regain 
power and even consciousness promptly upon the removal of 
such pools of blood or clots. These hemorrhages most frequently 
occur following severe trauma to the head, and this history is 
helpful in establishment of the diagnosis. The surgery should 
be performed promptly and preferably with the blood pressure 
markedly reduced. The most common spontaneous cerebral 
hemorrhage does not as yet lend itself to specific therapy. The 
patient should be kept at complete rest, and if his blood pres- 
sure is markedly elevated efforts should be made to reduce it 
by phlebotomies or by use of the various hypotensive drugs. 
Continuous intravenous infusion of sodium nitroprusside solu- 
tion has been used for very acute cases. Massive hemorrhage 
within or without the brain tissue frequently results in death, 
but autopsy studies suggest that many small hemorrhages may 
occur without death of the patient—in fact, in some instances 
without his knowledeg of serious trouble.—I. S. Wright, M.D., 
and E. McDevitt, M.D., Cerebral Vascular Diseases: Their 
Significance, Diagnosis and Present Treatment, Including the 
Selective Use of Anticoagulant Substances, Annals of Internal 
Medicine, October, 1954. 
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THE INFECTIVITY OF 
PLASMA 


Roderick Murray, M.D., Bethesda, Md., John W. Oliphant, M.D.,7 John T. Tripp, Ph.D., Bethesda, Md., 
Bettylee Hampil, Sc.D., West Point, Pa., Frank Ratner, M.D., Flushing, N. Y., 
William C. L. Diefenbach, M.D., Albany, N. Y. 


and 


Herman Gelle*, M.D., Bethesda, Md. 


The danger of homologous serum hepatitis from blood 
and blood products is now well recognized. The literature 
with respect to its occurrence and incidence has been 
well summarized by Allen ' and by Paine and Janeway.” 
Early encouraging reports * on the effectiveness of ultra- 
violet radiation as a method of eliminating or reducing 
this hazard, at least in the case of serum, led to the in- 
troduction of the process as a means of freeing plasma 
of the virus of serum hepatitis.* A special feature of this 
method was that the plasma proteins appeared to be un- 
affected by the amount of ultraviolet energy used.° 
A number of reports ° now indicate that cases of hepati- 
tis are being encountered after administration even of 
materials that it was believed had been rendered safe by 
ultraviolet irradiation. One recent study indicates a rate 
as high as 11.9% * in patients who had been given irra- 
diated plasma and who had been carefully followed for 
at least six months; most of these it should be noted had 
received more than one unit of plasma. By 1950 the 
problem of homologous serum hepatitis after adminis- 
tration of blood and blood products, particularly of 
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230-231, 1953. (c) Murray, R.; Ratner, F.; Diefenbach, W. C. L., and 
Geller, H.: Effect of Storage at Room Temperature on Infectivity of Ictero- 
genic Plasma, J. A. M. A. 155: 13-15 (May 1) 1954. 


plasma, had become so pressing that it was decided to 
reexamine by direct means existing methods of steriliz- 
ing these materials and to study the safety of new prod- 
ucts. As there is no known method for propagating the 
agent of homologous serum hepatitis outside the human 
body and there are no proved specific techniques, im- 
munologic or otherwise, that can be used, it is possible to 
obtain direct results only by recourse to studies in human 
volunteers. The present report concerns the effect of 
ultraviolet irradiation. Other aspects of the study are 
being reported elsewhere.*® 


METHODS OF IRRADIATION 

Irradiation of plasma with ultraviolet light is generally 
accomplished by exposing a thin film of plasma to the 
radiation from a high intensity source. The types of ap- 
paratus in which this is achieved vary in design. In some, 
the plasma is passed through a narrow-bore quartz tube, 
usually flat and resembling a hollow ribbon. In others, 
this film is formed on the inside or outside wall of a ro- 
tating hollow cylinder or cone, the ultraviolet lamps 
being located either within the cavity or around its pe- 
riphery. The lamps usually comprise a low-pressure 
mercury arc enclosed in either a quartz or Vycor enve- 
lope. Quartz is used when it is desired to produce radia- 
tions rich in the 1,850 A region and longer wave lengths, 
whereas Vycor is used when the shorter wave length 
limit is about 2,400 A. In either case the principal mer- 
cury resonance line at 2,537 A is the major source of 
energy. Because of their ability to handle relatively large 
amounts of plasma, apparatus based on the formation 
of films on the surfaces of cylinders or cones have been 
widely used in plasma processing laboratories. 


IRRADIATION STUDIES 


Three studies on the effect of ultraviolet light were 
carried out with material from a single large pool of in- 
fected plasma. The irradiators used were the Dill Irradi- 
ator, the Habel-Sockrider Irradiator, and the Oppen- 
heimer-Levinson Centrifugal Filmer. All of these pieces 
of apparatus depend on rotation for the formation of 
a plasma film as described above. When commercial 
types of apparatus were used an attempt was made to 
simulate actual processing conditions. In ali cases par- 
ticular attention was paid to the following: (1) the 
measurement of the 2,537 A output of the lamps used, 
(2) continuous monitoring of each irradiation run, (3) 
the transparency of the film at 2,537 A, (4) accurate 
measurement of the rate of flow of the plasma through 
the apparatus, and (5) the appearance of the film as ob- 
served by an experienced operator. Each run was also 
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checked by means of the Aerobacter aerogenes test.° The 
general conditions of each study, the numbers of volun- 
teers used, the volumes of the inoculums, and the result- 
ing cases of hepatitis are shown in table 1. It will be seen 
that cases occurred with almost all of the plasma samples 
tested, the exceptions being plasma that had been passed 
through the Habel-Sockrider apparatus five or more 
times. The studies with the Dill Irradiator were per- 
formed first because this type of apparatus is most 
widely used. When sterilization of the infected plasma 
was not achieved in this study, an attempt was made to 
verify the results of the work of Blanchard and Stokes,*” 
with the identical apparatus used by these authors. The 
Oppenheimer-Levinson apparatus was studied because 
it is able to present an extremely thin film of plasma for 
irradiation. The details of the preparation of the plasma 
pool and of the conduct of the studies follow. 

Conduct of Volunteer Studies.—Subjects participat- 
ing were men over 21 years of age and below middle 
age who were inmates of certain federal penitentiaries 
and who had volunteered for these studies. They were 
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nated the volunteer from pa-ticipation, and an effort 
was made to use only those persons who were completely 
satisfactory in every respect 

After inoculation the subjects were examined weekly. 
They were questioned as to their health, observed closely 
for possible icterus, and examined carefully for the de- 
velopment of signs of hepatitis. In addition, the entire set 
of liver function tests described above was repeated. On 
development of sustained symptoms or abnormalities 
noted on physical examination or in the liver function 
tests, a subject was hospitalized for observation and 
treatment of his illness. This arrangement worked well, 
and it was possible to anticipate the development of clin- 
ical hepatitis in a number of persons by means of the 
laboratory tests. Once a patient was hospitalized he 
was examined daily, and liver function tests were per- 
formed at regular intervals, usually twice a week, in order 
to keep the patients under closer observation. Additional 
blood samples were examined when indicated. Urine 
bilirubin and urobilinogen excretion tests were per- 
formed at more frequent intervals, often daily. Bromsul- 


TABLE 1.—General Conditions and Results of Study 





Conditions of Irradiation 


— 7 


oa 


Ultraviolet Lamps Used 


3 Westinghouse Slimline 
G36T6 Sterilamps rated 
at 25.6 watts 

Not irradiated 


Apparatus 


ob os. bdk ow ccsiviecszuccs Hanovia cold quartz 
lamp (2022 rated at 
18 watts 


Not irradiated 
Oppenheimer-Levinson 
jy Spiral lamp rated at 
15 watts 
Experimental water-cooled 
lamp rated at 60 watts 


Not irradiated 


| ES eee ener 


Results of Studies in Volunteers 
= —-— -—~—————' -— — — 
Cases of 
Hepatitis 
sueeeiininnt — Volume — . 
Flow Rate of Plasma, No. in Inoculums, With Without 
Ml./ Min. Group Ml. Jaundice Jaundice 
515 10 1 3 1 
249 10 2 2 9 
73 10 4 6 
Control 10 l 4 
1 passage at 25 ml./min. 10 1 i 
5 passages at 25 ml./min. 10 2 oe 
10 passages at 25 ml./min. 10 4 . 
Control 10 l f l 
300 8 l 3 ] 
295 8 l 2 1 


Control 5 1 1 





carefully screened before being accepted for inoculation. 
The purpose of this was twofold, to avoid accepting men 
whose health might be unnecessarily jeopardized and to 
ensure that all subjects were well within limits with re- 
spect to the various criteria and indexes used in observing 
the onset and course of hepatitis. The screening consisted 
of (1) a review of the volunteer’s past medical history 
based on an interview and consultation of available med- 
ical records, particular attention being paid to anything 
suggestive of liver disease; (2) a complete physical 
examination; and (3) the performance of a battery of 
liver function test, which included one minute and total 
serum bilirubin, thymol turbidity and flocculation tests, 
zinc and phenol turbidity tests, cephalin flocculation tests, 
as well as urine bilirubin and urobilinogen excretion tests. 
Examinations of blood serum were done at the National 
Institutes of Health in Bethesda, Md.; specimens were 
sent by the most expeditious means and usually arrived 
within 24 to 36 hours after collection. Urine specimens 
were examined in the institution hospitals. Persons with 
overt psychiatric disorders were not included in the study 
in order to avoid complicating episodes should a subject 
witha personality difficulty be hospitalized with hepatitis. 
Any abnormality in any one of the screening tests elimi- 


phalein tests were not done on a routine basis. This test 
was, however, carried out at the onset of illness when ad- 
ditional confirmatory evidence of liver dysfunction was 
desired; it was repeated one or more times toward the 
end of convalescence and used along with the results of 
the other liver function tests as an aid in determining when 
a subject should be discharged from the hospital. The 
duration of a volunteer’s hospital stay was conservative, 
being longer than would be possible were the patient not 
in an institution. In general, the subject was discharged 
from the hospital only when abnormalities noted on phys- 
ical examination and the results of his liver function tests 
returned to normal or became stabilized. Volunteers 
were observed weekly for five to six months after inocula- 
tion and longer if abnormalities persisted. 

Deciding the number of subjects to be included per 
group in a study such as this is difficult. Because the haz- 
ard to their health and lives may be considerable, the 
number of persons included in a test group should be 
kept to the minimum capable of providing valid informa- 
tion. This number will depend, among other things, on 





9. Minimum Requirements: For an Adequate Ultraviolet Light Appa- 
ratus for the Sterilization of a Biologic, and its Effective Operation, 
National Institutes of Health, Bethesda, Md., 1948. 
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the rate of infection with the virus used. The curves 
shown in figure 1 are based on calculations made on the 
assumption that in any group of persons a number are 
susceptible and homologous serum hepatitis will de- 
velop in them if they are inoculated with infectious ma- 
terial while in the remainder it will not. No speculation is 
made as to the reasons for this. Figure 1 shows the rela- 
tionship between the number of men in a group and the 
chance that at least one infection will result. Calculations 
were made for rate of infection between 30 and 60%. It 
will be seen that in the case of material having a rate 
of infection of 40% the chances of having at least 
one susceptible person in a group of five is about 92 
times out of every 100 such groups. When the rate of 
infection is 50% the chances are 97 out of every 100, 
whereas if 10 subjects are used the figures are well over 
99 out of 100 such trials in each instance. 
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Fig. 1.—Statistical chance for each 100 trials of having at least one 


Susceptible person in a group of subjects. Curves have been constructed 
for rates of infection of 30% through 60% and for groups of 2 up to 12. 





Preparation of Pool of Infected Plasma.—Plasma 
from 408 commercial bleedings, which had been drawn 
off into eight 20-liter bottles, was pooled into a 240 liter 
stainless steel container and agitated to ensure mixing. 
Ten liters of this pooled plasma was then drawn into a 
20 liter bottle, to this was added about 980 ml. of pre- 
sumably infected plasma and serum. The mixture was 
then returned to the tank. The resulting pool was further 
agitated and allowed to stand overnight. The contami- 
nating material consisted of 25 20-ml. vials of bacterio- 
logically sterile pooled plasma from subjects who had 
been inoculated with the Fort Bragg strain of serum 
hepatitis virus, which represented the only known infec- 
tious material included in this pool, and four presumably 
infectious units of plasma or serum obtained from pa- 
tients with serum hepatitis in the acute phase. The re- 
sulting volume was about 130 liters. Some of this ma- 
terial was frozen for future use; the remainder was either 
dried from the frozen state, stabilized with glucose, frac- 
tionated by a combination of methods 6 and 9 of Cohn,’° 
or used for some of the studies to be reported here on the 
effectiveness of ultraviolet irradiation. 





10. Cohn, E. J., and others: Preparation and Properties of Serum and 
Plasma Proteins: IV. A System for the Separation into Fractions of the 
Protein and Lipoprotein Components of Biological Tissues and Fluids, 
J. Am. Chem. Soc. 68: 459-474, 1946, 
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Quality of the Plasma.—Sterility, pyrogen, and safety 
tests, which were performed on samples of the plasma 
pool in accordance with the Minimum Requirements of 
the National Institutes of Health,* gave satisfactory re- 
sults. The ultraviolet absorption as determined in a Beck- 
man spectrophotometer, with 1% plasma in isotonic 
sodium chloride solution was as follows: 


Wave 
Length Transmis- Alpha 
A sion, % Coefficient * 
RE ale ER tel ee CE ei, aD 45.3 79 
ats £6 OaRebe ae cess dbs eniskdatescasobbentes 40.8 89.5 
Ps wks ce cain tiekvadaied veces s0sdecdeswetbies 24.5 141 


* Equivalent to 100 w film of plasma. The alpha coefficient is defined 
by the following expression: 


I 


Io 


— ¢-ad 


I 
where —- = Per cent transmission at wave length 
Io 


e = Base of natural logarithms 


a = Number characteristic of the ability of the material 
to transmit the radiation in question 


d = Thickness of specimen in centimeters 


These figures indicate an absorption for this plasma 
thatis within the range of commercially produced plasma. 

Infectivity and Titer of Pool.—Experience with this 
material, involving 55 volunteers who were followed 
for six months from the time of inoculation, shows 
a rate of infection of 52.7%, with hepatitis with jaundice 
developing in 40% and hepatitis without jaundice in 
12.7%. The incubation period of the illness produced 
has varied from 45 to 103 days. 

Infected pool plasma was tested at dilutions ranging 
from 10 through 10°, with five subjects per dilution and 
1 ml. per subject. Two cases of hepatitis with jaundice 
occurred in the group receiving the 10-* dilution and one 
in the group receiving the 10“ dilution. This indicates 
that the material is infectious in a dilution of 10-*, but 
because of the relatively small number of subjects in 
each group it does not exclude the possibility of the ma- 
terial being infectious at higher dilutions. 

Irradiation of Infected Pool Plasma.—Particular at- 
tention was paid to measurement of ultraviolet output of 
the lamps being used and to continuous monitoring of 
this output by means of the Archer-Reed type of con- 
tinuous recorders. Likewise, special attention was de- 
voted to accurate measurement of rate of flow of plasma 
through the apparatus. All possible caution was exer- 
cised in each of the studies to ensure that accidental by- 
passing of the irradiator did not take place. 

Irradiation with the Dill Apparatus: Plasma was clari- 
fied by means of a Delaval Centrifuge. Three 14-liter 
quantities were then run through the Dill apparatus at 
flow rates of 73, 515, and 249 ml. per minute. Under 
conditions of commercial operation, the usual rate of 
flow is about 250 ml. per minute for this machine. Com- 
plete and separate sterile assemblies were used in each 
of these irradiation runs. The output of the lamps used 
was measured by means of the Archer-Reed apparatus, 
and a continuous recording of their output during the 
various stages of the processing was made. A determina- 
tion of the capacity of an ultraviolet irradiator to kill 
a preparation of live A. aerogenes organisms under the 
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conditions of use, as required by the National Institutes 
of Health,® was carried out immediately after the irradia- 
tion runs described, with the following results: 





Organism Count 
per Milliliter 
-_ 
Flow Rate, si Before After 
Ml./ Min. Irradiation Irradiation 
RE RT e et ee eee eee Ee rT ee 7 X 108 
DAD. .ccccccvcccccccccccscccccccccccccce 6.7 X 108 
ORE. cncncanccsdesbesdnceresessenseiaesé 2.5 X 106 


These counts were performed on 1 ml. samples of 
plasma. Tests for sterility on 12.5 ml. amounts were 
negative for A. aerogenes, indicating a “kill” consider- 
ably in excess of that stipulated in the requirements for 
the test. The flow rates shown are different from those 
in table 1 because, by its nature, the A. aerogenes test is 
run after the completion of the irradiation of the plasma, 
and exact duplication of flow rates is difficult. 

Irradiation with the Habel-Sockrider Apparatus: Be- 
cause of failure to achieve sterilization of the infected 
pool plasma by means of the Dill apparatus, it was de- 
cided to irradiate a portion of this plasma with the orig- 
inal Habel-Sockrider apparatus, which had been em- 
ployed by Blanchard and Stokes.*” Fortunately, the 
identical apparatus used by these authors had been pre- 
served and was available at the Virus Research Labora- 
tory of Sharp & Dohme, Inc. The original lamp was also 
available. This lamp had been used a few times after the 
above work, and, as the total period of its operation was 
estimated as about 100 hours, it was in the stable period 
of its useful life. The activity of this lamp with respect to 
Western equine encephalomyelitis virus, suspended in 
plasma, was found to be the same as that determined in 
a similar test conducted at the time the irradiation studies 
reported by Blanchard and Stokes were made. Two and 
one-half liters of infected pool plasma were thawed and 
passed through a 200 mesh silk bag. Irradiation was car- 
ried out at a flow rate of 25 ml. per minute, about the 
same rate used by Blanchard and Stokes in their work. 
The plasma was repeatedly irradiated with this machine, 
being passed through a total of 10 times. As each run 
was completed the apparatus was broken down and 
freshly sterilized equipment used for the next run. Sam- 
ples were collected for test purposes at the end of the Ist, 
Sth, and 10th runs. In addition, a portion of the unir- 
radiated infected pool plasma was set aside at ambient 
temperature until the completion of the irradiation runs. 
This was later used for control purposes. The level of ir- 
radiation was controlled throughout with the Archer- 
Reed apparatus as used in the previous study. 

Irradiation with the Oppenheimer-Levinson Centrifu- 
gal Filmer: A third piece of equipment, the Oppen- 
heimer-Levinson Centrifugal Filmer, was next studied 
because of its ability to subject thin films of plasma to 
irradiation. This work was conducted at the Samuel 
Deutsch Serum Center in Chicago. All equipment was 
operated by personnel of the center under supervision of 
Drs. Oppenheimer and Levinson and in the presence of 
two of us (R. M., J. T. T.). It was not found feasible 
in the course of work with this apparatus to introduce the 
collecting probe of the Archer-Reed instruments into the 
cavity of the irradiator. For this reason, monitoring of the 
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ultraviolet output during the various runs was maintained 
by use of the cadmium photocell connected to an appro- 
priate recorder. Prior comparisons of the results obtained 
with this cell and those obtained with the Archer-Reed 
apparatus, with a standard source of ultraviolet light, 
showed that the results obtained by these two devices 
were comparable. 

Two and one-half liters of infected pool plasma, which 
had been maintained in the frozen state and transported 
to Chicago packed in dry ice, were thawed immediately 
before clarification by passage through a Delaval Centri- 
fuge. Portions of the clarified infected plasma were then 
irradiated under a variety of conditions. Only two of 
these, representing the lowest and the highest levels of 
ultraviolet energy, were eventually tested in volunteer 
subjects. These were: plasma irradiated under conditions 
simulating commercial practice with a 10 in. bowl and 
plasma irradiated in the same apparatus but with the 
larger and presumably more efficient 15 in. bowl and a 
lamp having the highest output of ultraviolet energy avail- 
able at the time. This was a water-cooled quartz lamp 
with an output of about 44 watts, 80% of which was in the 
2,537 A band and the remaining 20% in the 1,849 A 
band. The A. aerogenes test conducted on material passed 
through the 10 in. bowl under the conditions of operation 
showed a reduction in organism count from 2 to 4 mil- 
lion per milliliter to zero when the test was done on | ml. 
samples. When 10 ml. samples were tested the reduction 
was to 1 to 2 organisms. The aerogenes test was not 
performed as a control on the run with the 15 in. bowl 
and the high intensity lamp. 

Effect of Ultraviolet Light on Plasma Proteins.—Re- 
ported failure of ultraviolet light to cause detectable 
changes in the plasma proteins when used at levels that 
had been considered effective for inactivating the virus 
represented an attractive feature of this form of steriliza- 
tion.’ That this was not always the case, however, had 
been pointed out by MacCallum, McFarlan, and co- 
workers in the case of serum.'! Electrophoretic studies 
of portions of the samples obtained in the experiment 
with the Habel-Sockrider apparatus described above 
showed serious alterations after five or more passages 
and definite changes after one passage. More extensive 
studies on plasma that was passed through a Dill Irradi- 
ator a number of times are shown in table 2. The ir- 
radiator used in these studies was operated to deliver 
the amount of energy equivalent to that involved in a 
single passage through the Habel-Sockrider apparatus. 
It will be seen that considerable changes occurred in 
plasma subjected to five passages, and extensive changes 
were demonstrable after 10 passages. In order to account 
for changes resulting from passage through the appa- 
ratus above, e. g., mechanical changes or changes due 
to evaporation, plasma was passed through the apparatus 
10 times with the lamps off. The results obtained with 
this sample are shown under column 2 of table 2 and 
may be compared with those of the unirradiated control 
plasma. 





11. MacCallum, F. O., and others: Infective Hepatitis, Medical Research 
Council Special Report Series No. 273, His Maijesty’s Stat. Off., 1951, 
p. 128. 
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Severity of Cases of Hepatitis Resulting from Irradi- 
ated and Unirradiated Plasma.—Cases of hepatitis of 
widely varying severity were encountered. In some pa- 
tients there were no clinical signs or symptoms of liver 
disease, and the diagnosis was made on the basis of the 
appearance of abnormal findings in the liver function 
tests. Some patients became deeply icteric, and the total 
serum bilirubin level reached 42 mg. per 100 cc. in one 
case. Clinical evaluation of the patients in whom hepa- 
titis developed indicated that the illness tended to be 
milder among those who had received irradiated plasma. 
Of the patients who became icteric, 22 had received un- 
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servation was close and weekly or semiweekly liver func- 
tion tests were routinely performed. The duration of 
illness was defined as the time during which the total 
serum bilirubin level remained above 1 mg. per 100 cc. 
Figure 2 shows the cases arranged according to duration 
of illness. It is immediately apparent that more cases of 
long duration occurred among those who received in- 
fected pool plasma (unirradiated). Figure 3 shows the 
cases arranged according to the maximum total serum 
bilirubin levels reached during the course of the illness. 
Many cases of high total serum bilirubin levels occurred 
in the group receiving infected pool plasma. 


—_— * - = 


sr 


TABLE 2.—Changes in Human Plasma Treated with Different Levels of Ultraviolet Radiation 














Controls 
r~ —A— ~ Irradiation 
No Ultra- No Ultra- — A -_---— 
violet, violet, 15 X 10-4,* 75 X 10-4, 150 X 10-4, 
No Machine 10 Machine 1 Machine 5 Machine 10 Machine 
Property Tested Passes Passes Pass Passes Passes 
Tsohemagglutinin titer 
RRR ESTES SRS ne Oana Ole vitaie nC OER IeT SVR ORC AN MRED 8 4 8 4 2 
REE EE EERE SOE Oe OR SOC Te erty er ree en ee ae 8 4 4 2 <2 
EE EIS Bern Ce > ET. Set Det MET ON RRR DR CT 16 8 8 Negative Negative 
Antibody titer 
Influenza (hemagglutinin) 
cs a nn coh omnamesbieieeces ah cee 160 160 160 160+ 80 
Cuppett (A’) ...... Ee PEE UL FT Re Re 20+ 40 20+ 20+ 20 
SEY Grits aeidadiednCtaiadd teem at obew dd cwwewasene ds 80 80 80 80 40 
III aii i sabiniiccsiedenvipdeodcicitacepennaey ces enneds >0.1 >0.2 0.2 0.2 0.2 
Clotting time (seconds) (1 unit thrombin/ml. plasma)............ , 17.7 21.4 48.1 No clot No clot 
Viscosity, relative (plasma/water, 31 C.).....cccccccscccccccecseccces 1.62 1.67 1.71 1.93 2.31 
iD sided eden obadan ahs Caeesisbicbeeeateeseeeeso oes ae 7.70 8.30 7.98 8.25 8.40 
Transmission of 2,537 A, % (1:100 dilution, 1 em. path).............. 51.3 50.8 50.4 44.5 37.0 
Drying from frozen state ¢ 
PEERTUIENNTE TINO: CITI oon ov cece cccccccceaeccasesecess 23 19 16 36 62 (Color:dark) 
Heat stability, dried product ¢ 
| re 22 40 15 61 >18 hours 
Heat stability, liquid product 
ey ee nddan a pasdmnecleGbaGsey casey sestceewesr uheieocuta Heavy Heavy Heavy No precipitate No precipitate 
precipitate precipitate precipitate Very viscous Complete 
gelation 
IU dL sdbdcedccnapianee er NaNGed ost paenuionavneess ¥onds caewes Heavy Heavy Heavy No precipitate No prec'pitate 
precipitate precipitate precipitate Complete Compiete 
gelation gelation 
IS Og gaa tctns Soda kdawnacewedaeleebtavssvoavedease 8.16 8.15 8.17 8.22 8.36 
NI II IN NII. 5 sce date eOas ecw eves eoness coesvs 1.3470 1.3471 1.3472 1.3472 1.3476 
Safety 
Mice (0.5 ml. intraperitoneally per mouse)...................++08 Satisfactory Satisfactory for all samples 


Guinea pigs (5 ml. intraperitoneally per guinea pig)............. 


Satisfactory Satisfactory for all samples 





* Watt minutes of 2,537 A per milliliter. 
t+ Drying successful, physical appearance satisfactory for all samples. 


t Accelerated test. Dried plasma heated at 100 C for 30 minutes and reconstituted at room temperature. 


irradiated and 20 irradiated plasma. Of the patients who 
did not become icteric, 7 had received unirr: tiated and 
10 irradiated plasma. The ratio of subjects w.io did not 
become icteric to those who did in the group receiving 
unirradiated plasma was 1 to 3.1, and in that receiving 
irradiated plasma it was 1 to 2. It appears, therefore, that 
the relative occurrence of subjects who did not become 
icteric was more frequent in the group receiving irradi- 
ated plasma. 

Because it is difficult te measure the severity of ill- 
ness objectively, patients were grouped according to the 
duration of illness and the maximum total serum bili- 
rubin level. Although this would be a difficult figure to 
obtain accurately in a patient with hepatitis who was al- 
ready showing jaundice when first seen by the physician, 
it could readily be determined in this series, in which ob- 


Incubation Periods.—Another difference in the illness 
produced by the irradiated plasma was a lengthening of 
the incubation period. The data have been summarized 
«i are shown graphically in figure 4. It will be seen that 
in the case of the infected pool plasma the distribution 
is symmetrical, with a mode between 70 and 79 and with 
the longest incubation period being in the range 100 to 
109 days. In the case of the irradiated plasma the dis- 
tribution is not symmetrical; there is a general lengthen- 
ing of the incubation period. If equal area curves are 
constructed with the figures shown, the area common to 
both is about 50%. The longest incubation period with 
irradiated plasma was 133 days. 

Comparison of Irradiation Levels Used.—Comparing 
the irradiation levels in the different pieces of apparatus 
available is a problem of considerable complexity be- 





Vol. 157, No. 1 


cause of the varying structural arrangements of the 
machines used and because of the effect of a number of 
variables such as the flow-rate, thickness of the film, 
characteristics of the plasma itself, and the reflection 
from the walls of the irradiator. The problem has been 
studied both theoretically and experimentally by Hugh 
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Fig. 2.—Cases resulting from inoculation of irradiated and unirradiated 
plasma grouped by two week intervals. 


Archer, who has developed an expression that gives a 
figure for the irradiation as watt minutes per milliliter of 
plasma (Q) in terms of a number of the variables in- 
volved: 
IoAC 
7. —— 
Fa 
watt minutes 
where Q = Irradiation in ————-——— 
ml. 
Io = Incident radiation intensity in watts/em.? 
A = Frontal area presented to incident energy (Unit = em.?) 
F = Flow rate (Unit = ml./min.) 


a = Alpha exponent of fluid being irradiated (Unit = pure 
number) 


C = A factor dependent on film thickness, alpha, reflection 


factor of surface of film, and reflection factor of sup- 
porting surface 


In the case of the Habel-Sockrider apparatus under 
the conditions of operation 
Q = 17.5 X 10-* watt min./ml. 
If this value is regarded as a unit of irradiation, the 


relative irradiation provided by the various pieces of 
apparatus used was as follows: 


Relative 
Irradiation 


Conditions of 


Apparatus Operation 


i dcdsnceceine diets ddeaants 75 ml./min. 1.14 
249 ml./min. 0.40 
500 ml1./min. 0.21 
eee 1 passage 1.0 
Oppenheimer-Levinson......... 10 in. bowl, 12 watt lamp 0.081 
0.435* 


15 in. bowl, 42 watt lamp 
| 0.51t 


* If energy at 1,850 A considered ineffectual. 
t If energy at 2,537 A and 1,850 A considered equaliy effective. 


COMMENT 
_ The only known infected material added to the plasma 
pool described above was the plasma from subjects who 
had been inoculated with the Fort Bragg strain of serum 
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hepatitis virus. An additional 480 ml. of presumably 
infected plasma from four patients with serum hepatitis 
in the acute stage of the illness was also included in the 
pool, but the infectivity of this material was not known 
with certainty. In addition, it is possible that because of 
the large number of bleedings represented, blood from 
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Fig. 3.—Cases arranged according to the maximum total serum bilirubin 
levels reached during the course of the illness. 


carriers of hepatitis may have been unknowingly in- 
cluded. It is thus conceivable that a number of separate 
“strains” of the agent of serum hepatitis may have been 
present. Were this so, it might be expected that some 
evidence of heterogeneity might be seen in the clinical 
course of the subjects in whom hepatitis developed from 
this plasma. Reference to figure 4, however, indicates 
that as far as incubation periods, at least, are concerned 
the distribution is normal and symmetrical. If only the 
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Fig. 4.—Cases arranged according to incubation periods. 


known and presumed infected material (980 ml.) added 
to the pool is considered, there was an actual dilution of 
the infecting material of 1 to 133. If one further takes 
into account the infective titer of the pool as determined, 
namely, 1 ml. of a 1 to 10,000 dilution, the infective titer 
of the infecting 980 ml. must have been at least 1 « 10° 
ml. This corresponds with a figure of at least 1 & 10° ml. 
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reported by Drake and co-workers '* fot whole blood 
taken during the acute phase of the illness. Inspection 
of the figures in table 1 shows an apparent variation in 
the number of subjects in whom hepatitis developed after 
inoculation of different samples of irradiated plasma. It 
is believed that this variation is Probably irregular and 
can best be described by the statistical considerations 
illustrated in figure 1. 

In view of the earlier reported success of ultraviolet 
irradiation, it is difficult to understand why inactivation 
of the agent of serum hepatitis was not achieved in the 
present series of studies, particularly in the single passage 
through the Habel-Sockrider apparatus. Many factors 
may be involved, such as the infective titer of the material 
used. If one considers the small number of persons in 
their control groups in whom hepatitis developed, there 
is some indication that the infective titer may have been 
lower in the case of materials used by Oliphant and 
Hollaender and by Blanchard and Stokes and co-work- 
ers. This may not be a real difference, however, because 
the total numbers in these groups were relatively small. 
One difference that may be of potential significance, how- 
ever, is that serum was used in the earlier work, whereas 
plasma was used in the present study. 

The size of the dose of plasma used is also a matter 
that must be taken into account. It will be noted that the 
doses used in the present studies were small and varied 
from 1 to 4 ml., whereas the amounts administered in 
clinical practice are usually 500 ml. or more. This and 
the fact that the actual material was diluted 1 to 133 in 
the preparation of the plasma pool lend particular sig- 
nificance to the present results. This is further empha- 
sized by recent unpublished data obtained by our group 
in the study of the safety of other blood products. It has 
been shown that materials that have appeared innocuous 
when administered in small doses (1 to 3 ml.) have pro- 
duced hepatitis when given in the doses used clinically. 

In the case of the study with the Habel-Sockrider 
machine, sterilization was achieved by five passages but 
not with one passage. The Dill machine working at a flow 
rate of 75 ml. per minute (equivalent to 1.14 times one 
passage through the Habel-Sockrider machine), and the 
centrifugal filmer operating at 225 ml. per minute with 
a lamp of 44 watts output (equivalent to 0.51 times one 
Habel-Sockrider passage) both failed. The conditions of 
operation in both cases represented the highest levels of 
irradiation possible with the equipment available. The 
application of ultraviolet light as a technical procedure is 
attended by such variation that, even if the end-point had 
been accurately fixed, a considerable factor of safety 
would be required. In order to achieve sterilization, 
therefore, operating conditions must be such that the 
level of irradiation must considerably exceed 1.14 times 
one Habel-Sockrider passage as determined here, and 
should preferably approach five such passages. Ref- 
erence to table 2 and the accompanying discussion indi- 
cates that considerable changes occur in the plasma pro- 
teins when ultraviolet energy is applied at this level. The 
significance of these changes in the clinical use of the 
product is not known. 

It is thus apparent that plasma was not sterilized with 
respect to homologous serum hepatitis unless energy 
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levels were used that caused considerable damage to the 
plasma proteins, and sterilization was not achieved 
by a single exposure in any of the pieces of apparatus 
used in this study. In the absence of an alternative 
effective method of sterilization, failure to achieve com- 
plete inactivation of the agent of serum hepatitis should 
not be considered as a reason for abandoning this step 
in the processing of plasma. Ultraviolet. irradiation at 
the levels used results in bacterial sterilization and is use- 
ful on this account, particularly if used in conjunction 
with other methods designed to reduce the infectivity of 
plasma, such as room temperature storage.'* Further- 
more, the changes in the severity of the illness resulting 
from irradiated plasma as illustrated in figures 1 and 2 
suggest that irradiated plasma may be less hazardous to 
the recipients than unirradiated plasma. 


SUMMARY AND CONCLUSIONS 

In studies on volunteer subjects conducted in order to 
determine the ability of three different ultraviolet irradi- 
ators to inactivate the agent of homologous serum hep- 
atitis, all three types of ultraviolet irradiators studied 
failed to produce inactivation under normal operating 
conditions. Pooled plasma with an infective titer of 
1 x 10% ml. and capable of producing hepatitis in 
52.7% of those inoculated was used. Steriiization was 
obtained only at an energy level that produced extensive 
changes to the plasma proteins. In cases of hepatitis re- 
sulting from irradiated plasma there were longer incuba- 
tion periods and in the aggregate there was milder illness 
as judged by maximum total serum bilirubin levels and 
duration of illness when compared with cases resulting 
from the unirradiated plasma. 

12. Drake, M. E., and others: Effect of Nitrogen Mustard on Virus of 
Serum Hepatitis in Whole Blood, Proc. Soc. Exper. Biol. & Med. 80: 
310-313, 1952. 

13. Allen, J. G.; Enerson, D. M.; Barron, E. S. G., and Sykes, C.: 
Pooled Plasma with Little or No Risk of Homologous Serum Jaundice, 


J. A. M. A, 154: 103-107 (Jan. 9) 1954. Allen and others.1 Murray and 
others.*¢ 





Treatment of Subarachnoid Hemorrhage.—Treatment of spon- 
taneous subarachnoid hemorrhage at the time of the attack 
should accomplish relief from the excruciating headache, con- 
trol of the violent agitation and excitement and administration 
in some manner of proper fluids and nourishment. . . . Until 
recently there has been wide divergence of opinion regarding 
how often and how much to reduce increased intracranial pres- 
sure. While most authors admit that removal of spinal fluid 
may be imperative at times to aliay the terrible headache and 
prevent convulsions, deepening coma and medullary prolapse, 
it is commonly agreed that the procedure should be carried out 
with great caution and as infrequently as possible. When .. . 
it [has been] necessary to perform therapeutic spinal taps. . 
a twenty-gauge needle [is used] and . . . only enough fluid to 
bring the manometer reading down to about one-half the original 
pressure [is withdrawn]... . Some . . . have used hypertonic 
glucose solution in an effort to reduce intracranial pressure in 
subarachnoid hemorrhage but Ayer is of the opinion that there 
is no basis for its use and he is no doubt correct. The period 
of bed rest is also somewhat controversial. . . . However, all 
patients in the author’s series spent a minimum of six weeks 
in bed and had an additional one- to three-month convalescent 
period. Caution should be the watchword and allowing ample 
time for complete organization seems logical—G. RK. Mc- 
Cutchan, M.D., Spontaneous Subarachnoid Hemorrhage, Ameri- 
can Journal of Medicine, October, 1954. 
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ACUTE RENAL FAILURE AS AN OBSTETRIC COMPLICATION 


Keith P. Russell, M.D., James F. Maharry, M.D. 


and 


John W. Stehly, M.D., Los Angeles 


Acute renal failure, either as a primary disorder or as 
a secondary complication of various clinical conditions, 
has received intensive attention from various investiga- 
tors during the past decade. The problems inherent in 
the prevention and management of this clinicopatholog- 
ical entity have been of special concern to the obstetri- 
cian, since, in almost all large series reported, cases with 
obstetric relationships have comprised a large proportion 
of the total group under study. The present study is con- 
cerned with the etiological factors, clinical course, and 
management of a group of patients in whom acute renal 
failure occurred as an obstetric complication. The dis- 
cussion is directed not toward individual case reports but 
rather toward consideration of some of the general as- 
pects of the problem as it presented itself in this series. 


GENERAL CAUSES OF RENAL FAILURE 

Multiple and varied factors usually enter into the cau- 
sation of acute urinary suppression in an obstetric patient. 
In most instances, extrinsic causes are ruled out by the 
nature of the case. True renal failure consists of azotemia 
plus anuria or severe oliguria. Azotemia and anuria may 
each occur independently; usually true intrinsic renal 
deficiency does not exist in such circumstances, although 
it may follow. Prerenal azotemia commonly follows ex- 
tensive vomiting or other conditions associated with 
marked electrolyte loss. It may also occur with marked 
acidosis, extensive protein breakdown (even though 
renal tubular damage does not exist), or severe liver 
derangement resulting in the loss of detoxifying powers. 
On the other hand, temporary anuria usually develops 
from postrenal causes such as ureteral obstruction, blad- 
der or urethral disturbance, or disease of the kidney pel- 
vis. The entities mentioned above, however, are as a rule 
self-evident and do not enter into the complex problems 
posed by intrinsic renal failure in conditions such as 
acute tubular necrosis or lower nephron nephrosis. 

It is now generally acknowledged that one or both of 
two major causative mechanisms initiate acute renal dis- 
turbance of the type considered here. The mechanisms 
may be designated as (1) nephrotoxic and (2) circu- 
latory. The former term is self-explanatory; the latter 
connotes renal ischemia and has been aptly termed 
“ischemuric” by Oliver and co-workers.’ Accentuating 
and modifying these two basic factors are various clinical 
disorders and disturbances that activate the actual de- 
structive process in the nephron unit and, specifically, 
in its tubular portion. These actions are shown diagram- 
matically in figure 1, which emphasizes the complexity 
and multiplicity of contributing factors. Any or all of 
such mechanisms may enter into the pathogenesis of 
renal failure in the obstetric patient. 

The various clinical entities that have reportedly often 
resulted in lower nephron nephrosis in obstetric patients 
ire shown in table 1. Some degree of uteroplacental 


damage is common to most of these conditions. It should 
be noted that, even with blood transfusion incompati- 
bilities and shock, the underlying abnormal condition 
resides in disturbed uterine and placental or decidual 
relationships. The main contributing factors in those 
cases in which acute renal failure subsequently develops 
are (1) intrinsic renal lesion, (2) renal blood flow, and 
(3) electrolyte balance. 


SERIES OF THIRTY-FOUR CASES 

A series of 34 patients in whom acute renal failure 
occurred as an obstetric complication were seen on the 
obstetric wards of the Los Angeles County Hospital dur- 
ing a five year period, 1949 to 1953, inclusive. The series 
includes only those patients in whom renal failure was 
of paramount clinical importance. Not included are sub- 
clinical cases that did not pose diagnostic and therapeutic 
problems—<ases of a minor degree of renal insufficiency 
in patients who recovered under the ordinary manage- 
ment and within the usual time interval of the acute, 


raBLeE 1.—Clinical Conditions That May Cause Lower Nephron 
Nephrosis in Obstetric Patients 


First Irimester Second Trimester Third Trimester 


Septic abortion, 
spontaneous or 
induced (espe- 
cially Clostridium 


Abruptio placentae 
Intrauterine sepsis 
(especially Clos- 

tridium per- 


Abruptio placentae 
Eclampsia 
Operative trauma 
Uterine rupture 


perfringens) fringens) Shock 

Abortifacients Shock Hemorrhage 

Blood transfusions Hemorrhage Blood transfusions 
Blood transfusions 


precipitating condition. In the group reported on eight 
patients died, a mortality rate of 23.5%. The patients in 
this series ranged in age from 18 to 41 years. The age 
distribution did not appear to vary from that of the gen- 
eral clinical population, and there was no preponderance 
of cases in the older obstetric age groups. Similarly, 
parity did not seem to be a significant factor. Four of the 
patients were primigravidas, six were grand multiparas, 
and the remainder were normally distributed throughout 
the other parity classifications. The pertinent features of 
the 34 cases are shown in table 2. There were 27 patients 
in the first trimester, 3 in the second, and 4 in the third. 

Causes of Renal Failure.—The high incidence of cases 
in the first trimester was due to the tremendous fre- 
quency with which septic induced abortion was the pri- 
mary causative condition. In these cases the intrinsic 
renal damage was usually attributable to a combination 





From the Department of Obstetrics and Gynecology, University of 
Southern California School of Medicine. 

Read before the Section on Obstetrics and Gynecology at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 23, 1954. 

Dr. Dorothy Tatter, Department of Pathology, and Mr. Lloyd Mat- 
lovsky, Medical Photographer, gave technical assistance in the preparation 
of the photomicrographic data. 


1. Oliver, J.; MacDowell, M., and Tracy, A.: The Pathogenesis of 
Acute Renal Failure Associated with Traumatic and Toxic Injury: Renal 
Ischemia, Nephrotoxic Damage, and the Ischemuric Episode, J. Clin. 


Invest. 30: 1307-1439 (Dec.) 1951. 
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of abortifacients and sepsis, which acted (1) by direct 
nephrotoxic effects and (2) through the agency of he- 
molysis with resultant tubular damage. In these instances, 
circulatory factors such as shock and vasospasm were 
not major considerations. The abortifacients most com- 
monly implicated were those of the liquid soap type or 
saponified cresol solution. The latter, a mixture of equal 
parts of cresol and solution of soft soap, is commonly 
used as a vaginal douche in a 1 to 5% aqueous solution. 
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trimester, acute renal insufficiency followed intrauterine 
mechanical manipulations in 3 (no chemicals or solu. 
tions used), intrauterine injection of water or other solv- 
tions in 3, spontaneous abortion in 2, vaginal insertion 
of mercury bichloride tablets in 2, and incompatibk 
blood transfusions in 2. 

In all the first-trimester patients, with the exception 
of the two patients who received mismatched blood, the 
likelihood of sepsis as a contributing etiological factor 


TaBLE 2.—Data on Thirty-Four Cases oj 








Azotemia, 
Duration Mg. of 


of Non- 
Anuria_— protein 
or Nitrogen 
Case Oliguria, per 100 
No. Trimester Cause Days Ce. Anemia 
1 1 Induced abortion 10 208 Severe 
(eresol) (> 100 for 
20 days) 
2 1 Induced ebortion 10 142 Moderate 
(eresol) (> 100 for 
25 days) 
3 1 Self-induced abor- 15 360 Moderate 
tion with intra- (> 200 for 
uterine catheter 17 days) 
(no medication) 
4 1 Induced abortion 7 290 Severe 
(soap) (gross 
hemolysis) 
5 1 Induced abortion 8 200 Moderate 
(cresol) 
6 1 Induced abortion 6 144 Moderate 
(herbs) 
7 1 Abortion (? manip- 9 158 Moderate 
ulation to uterus) 
s 1 Induced abortion 11 330 Severe 
(mereury bichloride 
suppository) 
9 1 Induced abortion 15 320 Severe 
(cresol) 
10 1 Induced abortion 5 208 Severe 
(catheter; no medi- 
eation); shock 
with postabortal 
hemorrhage 
11 1 Induced abortion; 12 350 Severe 
transfusion re- 
action 
12 1 Spontaneous abor- 5 180 Mild 
tion; hyperemesis 
13 1 Induced abortion 5 141 Mild 
(soap) (> 100 for 
7 days) 
14 1 Induced abortion 12 290 Moderate 
(eresol) (> 100 for (hemolysis) 
20 days) 
15 1 Induced abortion 5 138 Moderate 
(soap) (hemolysis) 
16 1 Induced abortion 8 200 Mild 
(eresol) (> 100 for 
20 days) 
17 1 Induced abortion 2 33 Mild 


(eresol) (hemolysis) 


(1-4+) 


Hospital 
Ieterus Stay, 
Dialysis Days Outcome Comment 
0 0 31 Recovered Intrauterine douche 
0 0 28 Recovered Intrauterine douche, 


eresol, quinine 


4+ Peritoneal 32 Recovered No Cl. perfringens 


lavage, found 
day 
11 
4+ 0 30 Recovered Immediate hysterectomy; 


smear suspicious but 
virulence test negative 
for Cl. perfringens 
Pee 0 ti(‘(‘(sét tN SS SSaEdcCSS 
Smear suspicious for 
Cl. perfringens, blood 
culture negative 
0 Peritoneal 40 Entered in coma; de- 
lavage, livered normally 1 
day and 2 yr. later 


3 


Recovered 


Recovered 


4+ Peritoneal 39 Recovered Hysterectomy; uterine 


lavage, smear showed C\}. per- 
day fringens 
12 
0 0 54 Recovered Hemorrhage; dilatation 
& curettage; severe 
peritonitis 
44 0 23 Recovered Peritonitis 


1+ Peritoneal 35 Recovered Persistent anemia 


lavage, 


day 
s 

2+ 0 14 Recovered Definite prerenal factors 

0 0 13 Recovered Dilatation & curettage 
on 10th day; left 
against consent 

0 0 31 OS = ae eee seeks 

0 0 24 Recovered Entered diuretic or clear- 
ing phase shortly after 
admission 

0 0 »9 |S Tiaicereracep aeccenanctamaa dia 

0 0 7 Recovered Dilatation & curettage 


on 5th day 





When it is introduced in higher concentrations as an 
intrauterine injection, thereby gaining entrance into the 
maternal circulation through disrupted maternal sinuses, 
severe toxic reactions follow. Cresol is an active poison 
resembling phenol in its effects; both are coal-tar deriva- 
tives. The use of soap solutions or cresol compounds in 
such manner resulted in acute renal failure in 15 patients 
in this series. In the remaining 12 patients in the first 





2. O’Donnell, W. M.: Postabortal Oliguria, J. A. M. A. 140: 1201- 
1205 (Aug. 13) 1949. 

3. Douglas, G. W.; Carney, B. H., and Pellillo, D.: Postabortal Sepsis 
Due to Clostridium Welchii, Surg., Gynec. & Obst. 97: 490-500 (Oct.) 
1953. 


was constantly present. O’Donneil’ has discussed the 
mechanism of postabortal anuria, pointing out the role 
of infected retained secundines, and Douglas and others ° 
have recently emphasized the importance of Clostridium 
perfringens sepsis in the causation of acute renal failure. 
In all the first-trimester cases in the present series, the 
possibility of clostridial as well as other hemolytic infec- 
tions was entertained and all suspicious cervical smears 
were cultured. In some instances, virulence tests on sus- 
pect gram-positive bacilli were carried out. This was es- 
pecially true in those patients who had gross hemolysis or 
gross icterus on admission. A total of eight patients wer 
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found to have some bacteriological evidence of Cl. per- 
fringens infection, consisting of either positive cervical 
smears OF positive uterine or blood cultures. The extreme 
variability in the clinical manifestations of clostridial 
infections and the complete lack of correlation between 
the finding of a positive smear and a subsequent predict- 
able clinical course have been emphasized by Eastman * 
and others. The cases in the present series indicate that 
intrauterine damage with nephrotoxic and hemolytic 
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combined in his institution, and Sheehan ° has repeatedly 
emphasized the frequency of renal damage in his studies 
of uteroplacental apoplexy. In these instances circulatory 
factors are major causes of the kidney disturbance. The 
renal lesions result from ischemia induced by shock and 
by spasm of some part of the cortical arterial tree. The 
degree of damage varies directly with the duration of these 
circulatory disturbances, an especially important con- 
sideration in the management of placental abruption. 





Acute Renal Failure in Obstetric Patients 


Azotemia, 
Duration Mg. of 
of Non- 
Aburia protein 
or Nitrogen 
Case Oliguria, per 100 

No. Trimester Cause Days Ce. Anemia 

18 1 Induced abortion 3 20 Mild 
(soap) 

19 1 Induced abortion 3 73 Mild 
(soap) (afibrinogenemia) 

»”) 1 Incompatible blood 10 178 Moderate 
transfusion; spon- 
taneous abortion 

l 1 Induced abortion 9 246 Moderate 
(mercury bichloride 
suppository) 

22 1 Induced abortion 12 302 Moderate 
(soap); Cl. per- (hemolysis) 
fringens septicemia 

3 1 Septie abortion, 1 34 Mild 
spontaneous, in- (hemolysis) 
complete; ? Cl. 
perfringens 

24 1 Induced abortion 2 132 Moderate 
(chemical) (hemolysis) 

5 1 Induced abortion 14 205 Mild 
(eresol) 

6 1 Induced abortion 14 hr. 41 0 
(soap) 

7 1 Induced abortion 11 356 Mild 
(water) 

28 2 Induced abortion 11 240 Severe 
(cresol & soap) (hemolysis) 

"9 2 Induced abortion 3 108 0 
(soap) 

30) 2 Abruptio placentae 14 272 Mild 

(afibrinogenemia) 

31 3 Abruptio placentae 10 140 Moderate 

3 Abruptio placentae 4 110 Moderate 
3 Abruptio placentae 1 36 0 
34 3 Abruptio placentae 2 71 0 


Hospital 


Iecterus Stay, 
(1-4+-) Dialysis Days Outcome Comment 
1+ 0 10 Recovered Blood culture showed 
Cl. perfringens 
2+ 0 10 Recovered “Shock” for 9 hr.; 
peritonitis 
0 0 35 Recovered Postabortal hemor- 
rhage 
0 0 35 Recovered Received dimercaprol 
promptly 
1+ 0 12 Died Hysterectomy with severe 
postoperative shock; 
autopsy: typical lower 
nephron nephrosis 
0 0 1 Died Immediate hysterectomy; 
died 5 hr. postopera 
tively; autopsy: casts 
in distal tubules, 
glomeruli normal 
4+ 0 2 Died Cervical smear showed 
Cl. perfringens; died 
during induction of 
anesthesia for hyste: 
ectomy 
1+ Died on 14 Died Convulsions on 12th and 
attempt 13th day; ECG normal; 
to use potassium normal 
artificial 
kidney 
2+ 0 14 hr. Died Autopsy: adrenal hemor- 
rhage 
0 Artificial 11 Died Very high potassium, 
kidney severe acidosis, convul 
twice, sions; dilatation & 
peritoneal curettage 
lavage 
once 
0 0 62 Recovered Hysterectomy; Cl. per- 


fringens in uterine 
culture 


1+ 0 14 Recovered Peritonitis 
0 Artificial 120 Recovered Hypotension severe; con- 
kidney, vulsions; residual cere 
day 7 bral damage 
0 0 32 Recovered Overtreated at first, pul 
monary edema 
0 0 14 Recovered Shock, 12 hr 
0 0 1 Died Overtreated with fluid; 
died of pulmonary 
edema; autopsy: liver 
& kidney necrosis 
4+ 0 40 br. Died Hypotension, severe 





effects, chemical abortifacients, and sepsis each may 
operate individually or collectively to produce acute 
renal failure. 

In the second-trimester group, consisting of three pa- 
tients, the pathogenic factors were septic induced abor- 
tions in two instances and abruptio placentae in one. 
The four cases occurring in the third trimester were all 
due to abruptio placentae. The incidence of five cases of 
acute renal damage due to placental abruption in this 
series is relatively somewhat less than in other reports. 
Chesley ° has stated that abruptio placentae accounted 
lor more instances of renal failure than all other causes 


Anuria and Oliguria.—The duration of anuria or oli- 
guria in the 26 patients in this series who recovered 
varied from a minimum of 2 days to a maximum of 15, 
with an average of 8.3. In the fatal group, three patients 
died on the 11th, 12th, and 14th days, respectively, of 
the oliguric phase; the other five died within one or two 





4. Eastman, N. J.: Williams Obstetrics, ed. 10, New York, Appleton- 
Century-Crofts, Inc., 1950, pp. 936, 954. 

5. Chesley, L. C., and McCaw, W. H.: A Physiologic Study of Acute 
Renal Failure, with Follow-Up Observations, Am. J. Obst. & Gynec 
62: 1187-1197 (Dec.) 1951. 

6. Sheehan, H. L., and Moore, H. C.: Renal Cortical Necrosis and 
the Kidney of Concealed Accidental Hemorrhage, Springfield, Ill., Charles 
C Thomas, Publisher, 1954, p. 174. 
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days of admission to the hospital. No patient who en- 
tered the diuretic or clearing phase subsequently died. 
The fact that 11 patients who recovered had periods of 
oliguria of 10 days or more would appear to indicate that 
even prolonged anuria or oliguria may be successfully 
managed. 

Azotemia.—The degree of azotemia as reflected by the 
level of nitrogenous products in the blood is now gener- 
ally accepted as only a gross index of the degree of renal 
damage. Sheehan ° found that the level of nonprotein 
nitrogen or blood urea nitrogen was of no value in prog- 
nosis. Patients with complete anuria followed by death 
often have no greater rise than those in whom diuresis 
and recovery develop. The highest nonprotein nitrogen 
reading in the present series was 360 mg. per 100 cc. and 
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Fig. 1.—Mechanisms of damage to the nephron unit in acute renal 
failure as an obstetric complication. 


occurred in a patient who recovered. The average non- 
protein nitrogen level of the 26 patients who recovered 
was 195 mg. per 100 cc., whereas the average level in the 
8 who died was 147 mg. per 100 cc. These findings serve 
to confirm the opinions of others that nitrogenous wastes 
are generally not in themselves lethal agents in patients 
afflicted with tubular failure. These levels are of greater 
value as indexes of tissue breakdown and cellular catab- 
olism than as precise indicators of renal insufficiency. 
High nonprotein nitrogen levels frequently persist into 
the diuretic or recovery phase of lower nephron ne- 
phrosis. 

Anemia.—Anemia as a complication of acute renal 
failure is often unappreciated or overlooked in this con- 





7. Strauss, M. B.: Acute Renal Insufficiency Due to Lower Nephron 
Nephrosis, New England J. Med. 239: 693-700 (Nov. 4) 1948. 
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dition, especially when it develops some time after the 
acute precipitating episode. We have paid particular at. 
tention to the incidence of anemia in this series and have 
grouped the cases as to mild, moderate, or severe hemo. 
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Fig. 2.—Records of patient with hemolytic anemia occurring during 
Oliguric phase of lower nephron syndrome (case 11). Shaded area repre- 
sents urinary output. 








globin deficiency during the clinical course of the renal 
shutdown. Of the 34 patients, 7 could be classified as 
suffering from severe anemia subsequent to the acute 
catastrophe that precipitated the lower nephron syn- 
drome. Thirteen patients could be classed as moderately 





Fig. 3.—Photomicrograph of kidney cortex of patient in case 25, showing 
many dilated tubules, some of which are lined with flattened regenerative- ric 
type epithelium. Note collapsed ischemic glomerular tufts (x 130). 


anemic and 10 as having mild anemia. Only four patients 
were normal in this respect and required no type of blood Pl 
replacement therapy. This anemia is of the hypochromic, 
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microcytic type, the exact cause of which is as yet uncer- 
tain, Its development during the course of acute renal 
failure appears to be due to a combination of (1) hemo- 
iwtic reaction and (2) toxic depression of erythropoiesis. 
The hemolytic nature of the blood disorder is usually 
mirrored by an abrupt rise in the icterus index, as well 
illustrated by a number of our cases, one of which is 
shown in figure 2. The sudden drop in hemoglobin level 
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Fig. 4.—Photomicrograph of kidney pyramid of patient in case 25, show- 
ing dilated tubules with pigment casts and focus of interstitial inflammatory 
reaction (x 80). 


and red blood cell count after a week cr more of 
severe oliguria was characteristic of a number of patients 
in this series. 
TREATMENT 

Most of the patients in this series were treated by the 
conservative medical management that has been deline- 
ated by Strauss * and others. Such management basically 
consists of careful fluid restriction and electrolyte bal- 
ance during the oliguric phase, with emphasis directed 
toward the prevention of pulmonary edema, cardiac fail- 
ure, and potassium intoxication. In general, daily insensi- 
ble and other fluid loss was replaced and endogenous 
protein catabolism reduced by giving 1,000 cc. of 10% 
glucose in water daily. Electrolyte therapy was guided 
by frequent, sometimes daily, determinations of the car- 
bon dioxide combining power and nonprotein nitrogen 
and potassium levels, together with electrocardiograms. 
Less frequent estimations were made of the blood chlo- 
rides, sodium, and calcium levels. Wide-spectrum anti- 
biotics were used in large doses in the abortion cases, and 
anemia was controlled by small blood transfusions or, 
preferably, suspensions of packed erythrocytes. The 
anemia of renal failure appears to be tolerated well by 
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the patient, and the overly zealous use of transfusions to 
correct the low hematocrit may frequently lead to pul- 
monary edema and cardiac failure.* 

Dial;;sis—Dialyzing procedures were used in only 
seven cases; these consisted of peritoneal lavage in four 
patients, the artificial kidney in two, and a combination 
of the two in one patient. These procedures were com- 
monly reserved for use on selected indications or for in- 
volvement of marked severity. In many instances there 
were contraindications to the use of peritoneal lavage, 
such as severe peritonitis following abortion, and the 
artificial kidney was not available in this institution in 
the early years of the study. The indications for the use 
of artificial measures are restricted, consisting of (1) 


‘marked generalized or pulmonary edema (often due to 


the injudicious use of fluids to “open up the kidney”) 
not responding to the usual medical measures; (2) pro- 
found acidosis; and (3) hyperpotassemia. A rising potas- 
sium level, in the absence of administration of fruit 
juices or of hypertonic fluids intravenously, usually in- 
dicates progressive tissue breakdown or hemolysis. Not 
always must it be assumed to be due alone to electro- 





Fig. 5.—Section of kidney cortex of patient in case 27, showing tubules 
with patchy areas of necrosis. Some are dilated and lined with a flattened 
regenerative-type epithelium. There are collapsed ischemic glomerular 
tufts and pigment casts in the distal convoluted tubules (x 100). 


lyte imbalance following urinary suppression. As previ- 
ously noted, a grossly elevated nonprotein nitrogen level 
is not in itself an indication for instituting artificial ex- 
cretory measures. Grollman ° notes that a reading above 





8. Swann, R. C., and Merrill, J. P.: The Clinical Course of Acute 
Renal Failure, Medicine 32: 215-292 (May) 1953. 

9. Groilman, A.: Acute Renal Failure, Springfield, Ill., Charles C 
Thomas, Publisher, 1954, pp. 33, 37. 

10. Benson, S.: Unpublished data. 
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400 mg. per 100 cc. usually indicates that the patient is 
in a precarious state and may call for artificial methods; 
however, none of our patients was in this category. 


Five of the patients in this series who required the use 
of dialyzing procedures survived, and two died: one 
during an attempt to apply the artificial kidney, and one 
in spite of the use of the artificial kidney twice and peri- 
toneal lavage once. Thus, of 26 patients in this study 
who recovered, only 5 required the use of artificial meas- 
ures in their control, while 21 responded satisfactorily to 
conservative medical management. Of the eight patients 
who died, only two, as noted, received attempts at dialyz- 
ing methods; however, five of the deaths occurred within 
too short a period of time after entry into the hospital for 
artificial measures to be ieoencnee 





Fig. 6.—Kidney pyramid of patient in case 27. Note pigment casts in 
the collecting ducts (x 130). 


MORTALITY 

A review of the fatal cases in table 2 will emphasize 
many of the problems inherent in the management of this 
complication. Six of the eight deaths occurred among 
the first-trimester group of 27 patients. There were no 
deaths in the second-trimester cases; two deaths occurred 
among the four third-trimester patients, both, as noted, 
being associated with abruptio placentae. 


Three deaths in this series were associated with the 
problem of Cl. perfringens infection. In this hospital, im- 
mediate hysterectomy, as advocated by Benson '° and 
others, has been used successfully in the treatment of 
such infections. The severity of sepsis in these patients 
often makes this a hazardous procedure, although it may 
be lifesaving in many instances. One death occurred dur- 
ing the induction of anesthesia_for this procedure, and 
one occurred five hours postoperatively. One patient died 
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12 days after surgery that was associaied with severe 
postoperative shock; positive blood and uterine culture; 
for Cl. perfringens were obtained from this patient. 


The severe nature of the underlying renal destruction 
in the late deaths, with attempts at regeneration, is wel 


illustrated in the accompanying photomicrographs (fig 
3 and 4). 


Acute adrenal failure was a cause of death in one pa- 
tient. The presence of this condition as a lethal facto; 
accompanying renal tubular necrosis has been empha- 
sized previously by one of us (K. P. R.)."! This patient 
died 14 hours after admission; the kidneys showed early 
changes characteristic of lower nephron nephrosis, and 
there was hemorrhagic destruction of the adrenal cortex. 
The possibility of adrenal failure must always be enter- 
tained in these patients. Extreme hypotension may be of 
diagnostic value in this regard, since most patients with 
lower nephron nephrosis alone commonly show some de- 
gree of hypertension. 


Two patients died as a result of inability properly to 
control fluid and electrolyte balance—one from over- 
treatment with fluids, with resultant pulmonary edema, 
and one from hyperpotassemia and severe acidosis that 
failed to respond to dialyzing measures (fig. 5 and 6). 


SUMMARY 


Acute renal failure occurred as an obstetric complica- 
tion of considerable clinical importance in 34 cases ob- 
served in a five-year period. The etiological factors of 
this complication are complex and usually multiple, re- 
side in nephrotoxic and circulatory reactions, and vary 
with each trimester. Conservative therapy is successful 
in most patients, although the support of artificial excre- 
tory measures may be required in some instances. The 
over-all mortality rate was 23.5% in this series. 


511 S. Bonnie Brae St. (57) (Dr. Russell). 


11. Russell, K. P.: Obstetrical Aspects of Lower Nephron Nephrosis: 
Review, West. J. Surg. 62: 66-70 (Feb.) 1954; Lower Nephron Syndrome: 
Obstetrical and Gynecological Aspects, Bull. Moore-White Med. Founda- 
tion 4: 3-20 (March) 1953. 








Activity and Aging.—Reduced activity hastens the process of 
aging. Sitting back to let the young folks do for one becomes 
a habit, and all too soon a spry grandparent changes into a 
frustrated cantankerous misfit or a semi-invalid incapable of 
walking to the door alone. We do not mean to imply that old 
people are expected to be as vigorously active at 80 as they 
were at 30. It is not possible to prescribe a standard amount 
of activity for normal old people. The degree of activity must 
be estimated on the basis of the individual’s present and past 
circumstances. The man who has always enjoyed a part in active 
sports or who has been accustomed to hard physical labor ai! 
his life will be capable of a greater degree of movement at 70 
than the man whose life’s activity has been largely sedentary. 
One who has had many illnesses may be less zestful than one 
who has never been sick. We can safely say, however, that all 
old people should be encouraged to be active. . . . Activity stirs 
up circulation, promotes an increased sense of well-being, en- 
courages an interest in food, stimulates a sluggish appetite and 
keeps some excess calories from being stored as fat.—J. A 
Shea, M.S.; M. L. Jones, B.S., and F. J. Stare, M.D., Nutritiona! 
Aspects of Aging, Medical Clinics of North America, Septem 
ber, 1954. 
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RETINAL BURNS—NEW HAZARD OF THE ATOMIC BOMB 


Col. Victor A. Byrnes, Capt. David V. L. Brown, (MC), U.S.A.F., Henrich W. Rose, M.D. 


lhe atomic bomb has brought to the medical pro- 
ession many new military and civil defense problems, all 
of which stem directly or indirectly from the release of 
ome form of energy at the time of the explosion, such 
4s light—infrared, visible, and ultraviolet. The fireball 
f the atomic bomb in its early phase is roughly 100 times 
as bright as the sun. Light energy is capable of producing 
an intraocular burn and, as discussed by one of us 
(H. W. R.) and Buettner,’ the distances at which these 
burns can occur are much greater than those at which 
any other harmful effect of the atomic bomb occurs. This 
paper presents the preliminary res_Its of an extensive Air 
Force research study on the retinal burn problem. A more 
detailed discussion will be published shortly.” 


RETINAL DAMAGE 


Retinal damage is caused by infrared and visible light, 
the latter comprising over half of the energy.* Owing to 
the high color temperature of the fireball, there is a large 
proportion of the shorter wave length light (blue-violet 
and ultraviolet). The ultraviolet is largely absorbed by 
ozone formed during detonation. Wave lengths shorter 
than 300 my are stopped at the cornea and, therefore, 
cannot add to the damage of the retina and choroid. The 
damaging infrared rays and visible light are the same type 
that produce burns in persons looking at the sun, espe- 
cially to view solar eclipses, without proper eye protec- 
tion. This lesion has occurred so often under these cir- 
cumstances that it is known as an “eclipse burn.” * Eye 
damage is caused by the same energies that produce skin 
burns; however, there is another factor that is not present 
in skin burns, i. e., the optical factor, which almost negates 
the effect of distance in reducing the number of retinal 
burns. The lens system of the eye focuses light rays en- 
tering the pupil so that an image of the atomic fireball is 
formed on the retina. The size of this image depends on 
the size and the distance of the fireball. If one person is 
twice as faraway as another only one-fourth as much light 
will pass through his pupil, assuming the pupils of both 
subjects are of the same size, and the resultant image 
will have only one-fourth the area. Therefore, the amount 
of energy absorbed per unit area in the region receiving 
the image will be equal regardless of distance except for 
the amount of light that is absorbed by the atmosphere. 
This makes the hazard of retinal burn quite different 
from that of skin burns, in which the inverse square law 
applies. 

The tissue that is damaged in any type of radiation is 
the tissue in which the energy is absorbed; in the eye it is 
‘he pigment layer of the retina and choroid. Since all the 
nergy is absorbed in a very short tissue distance, the 
(emperature in it becomes high. This results in direct tis- 
sue coagulation in the area of the retinal image together 

ith some tissue destruction by the conduction of heat 


Paul A. Cibis, M.D. 


to surrounding tissues. In addition, when the energy 
levels are very high, the fluid in the retina is converted 
to steam and the tissue undergoes a localized explosion. 
The lesion that occurs is the resultant of the localized co- 
agulation, the conduction to neighboring tissue, and, 
when it occurs, the explosion by steam. It was determined 
in the laboratory by one of us (H. W. R.) that the mini- 
mum amount of energy required to produce a retinal 
burn is 0.14 gm.-cal. per square centimeter. With the 
wide dilation of the pupil that occurs at night this energy 
level will be reached or exceeded for miles if the air is 
very clear. The opening of the pupil in the daytime will 
admit only about 1/50 as much light as the night-dilated 
pupil. For this reason the daytime hazard is very much 
reduced. 

Computations were made on the basis of the size and 
intensity of the fireball * and the above-mentioned thresh- 
old for burns. They indicate that retinal burns could be 
produced by a 20 KT (kiloton TNT equivalents) atomic 
bomb in the unprotected human eye at night to a distance 
of 40 miles under unexceptionally clear air conditions 
and to lesser distances if the air is not clear. 


EXPERIMENTAL VERIFICATION 

It was felt necessary to verify these predictions by 
actual experiment. Rabbits with pigmented ocular 
fundi were selected for the experiment because their eyes 
absorb light in the same manner as does the human 
fundus. There are several factors, such as pupillary size, 
focal length, and refractive error, that make the rabbit 
more susceptible than the human. On the basis of these 
differences one would expect a 20 KT bomb to produce 
retinal burns in the rabbit at night under exceptionally 
clear air conditions as far away as 49.5 miles. Rabbits 
were actually exposed at night during detonations at the 
Nevada proving ground during six different atomic deto- 
nations. Retinal burns were produced at each of the fol- 
lowing distances: 4, 5, 6, 7, 8,9, 10, 12, 13, 14, 27, 28, 
and 42.5 miles. At the last point the threshold was being 
approached. 





From the School of Aviation Medicine, Randolph Field, Texas. 
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The typical fresh lesion in the rabbit eye as seen with 
the ophthalmoscope is almost perfectly round and sharply 
circumscribed and consists of a central and peripheral 
zone. In animals exposed near the detonation flash (within 
about 8 miles) the lesion has a deep central hole with a 
glistening white base that appears to be the sclera. Ele- 
vated volcano-like margins border this area (fig. 1). Hem- 
orrhage and/or coagulated debris may or may not exude 





Fig. 1.—Retinal lesion from exposure to within 8 miles of detonation 
flash. 


from the hole. Surrounding the central hole is a “halo” of 
dirty-gray color, often twice the diameter of the hole. At 
greater distances from the flash, the central area no longer 
appears to be ahole but is rather a yellowish-white plaque, 
while the “halo” also diminishes in size with increasing 
distance until at middle distances it disappears com- 
pletely, whereas the plaque persists. The remainder of the 
retina appears entirely normal (fig. 2). 

Many of the rabbit eyes were sectioned, and they 
showed the expected pathological changes. The lesions 
were characterized by a coagulation necrosis accom- 
panied by central major tissue destruction involving these 
same pigmented layers. In lesions caused by low radia- 
tion energy, the inner layers of the retina were usually 
well preserved. This does not necessarily imply func- 
tional integrity in vivo, since moderate heat with temper- 
atures below the boiling point may cause coagulation 
necrosis without destruction of the architecture. These 
lesions are similar pathologically to those previously de- 
scribed by Birch-Hirschfeld (1912)° and Verhoef and 
associates (1916).** In the studies of these workers le- 
sions were produced by a carbon arc for correlation with 
the clinical picture of solar retinitis. The extent of re- 
active hyperemia in the choroid was great and extended 
in some cases to as much as six times the diameter of the 
lesion itself. In the final stage of repair, a microscopic 
picture showed the obliteration of the initially dilated ves- 
sels; the scarification of the burn area; and ‘the solid 
fusion of retina, choroid, and sclera at the margin of the 
lesion. Lesions of the type described above would not 
be disabling to the victim unless they involved the macu- 





5. Footnotes 45 and 4e. 
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lar area or the optic nerve head. In either of these areas 
the effect would be severe. Elsewhere in the fundus, if the 
overyling nerve fiber layer were not damaged, only a 
localized scotoma would result. If the nerve fiber layer 
were involved, sector-shaped defects would be produced, 


There is no reflex or voluntary action that would be 
fast enough to be of any value once the bomb has ex- 
ploded. The energy is delivered so rapidly that by the 
time a person could blink or turn away the damage would 
be done. One of us (H. W. R.) and Buettner ' showed 
that 35% of the energy reaches the eye in the first 0.001 
second. The blink reflex time of about 0.1 second is of 
no value in excluding this early energy, though it will 
serve to exclude about half of the total produced by elimi- 
nating the late energy. The pupillary reflex is also too 
slow to be of any value in the early phase of the detona- 
tion. It is, therefore, obvious that protective measures, 
to be of any value, must function prior to the detonation 
of the bomb. 


SUMMARY 


The energy released in the form of visible, infrared, 
and long ultraviolet light rays by an atomic bomb deto- 
nation is capable of producing thermal burns involving 
the choroid and retina. The primary site of the lesion 
produced is the pigment layer of the retina and choroid, 
and, in general, the diameter of the lesion depends on 
the distance from the fireball. The pupillary diameter at 
the time of detonation is very important; thus, the danger 
is greater at night. 





Fig. 2.—Retinal lesion produced at a distance of 10 miles from detona- 
tion. 


Pupillary and blink reflexes are too slow to prevent 
this lesion but are of some value in eliminating the added 
energy arriving after the first 0.1 second. The distances 
at which these burns may occur are much greater than 
those at which any other harmful effect of the atomic 
bomb occurs. This is true because of the focusing effect of 
the optical system of the eye. 


U. S. Air Force in Europe, APO 633, % Postmaster, New 
York (Colonel Byrnes). 
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TRANSVERSE LOW ABDOMINAL INCISION WITH DETACHMENT OF 
THE RECTI FROM THE PUBIS 


FOLLOW-UP STUDY OF EIGHT HUNDRED CASES 


L. S. Cherney, M.D., San Francisco 


An abdominal incision is evaluated on the basis of 
(1) exposure, (2) technical simplicity, (3) a cosmeti- 
cally pleasing scar, (4) strength of the resulting wound, 
and (5) relative postoperative comfort. When the trans- 
verse low abdominal incision with detachment of the 
rectus abdominis muscles from the pubis was first de- 
scribed in 1941, it was obvious that it satisfied the first 
three of the above-mentioned criteria, and hope was 
expressed that it would also satisfy the last two. Enough 
time has now elapsed to permit a reassessment of the 
advantages that this incision offers. 

An incision is only a means to an end. It is, therefore, 
obvious that in most cases involving the same surgical 
procedure the surgeon has a choice of several anatomic 
approaches. The pioneer surgeons preferred vertical ab- 
dominal incisions. The first transverse abdominal incision 
was made in. the lower part of the abdomen and was 
transverse only through the skin and the subcutaneous 
fat. After undermining of the two skin flaps, the remain- 
der of the abdominal wall was incised longitudinally. 
This deviation from a completely longitudinal incision 
was dictated merely by a quest for a better cosmetic 
appearance. Pfannenstiel went one step further by divid- 
ing the anterior part of the rectus sheath and its compo- 
nent parts in a transverse direction. In 1907, Maylard 
in England and Bardenheuer in Germany independently 
devised a low abdominal incision that was completely 
transverse, with division of all the layers of the abdom- 
inal wall from the skin to the peritoneum in the same 
transverse plane. On the basis of the above criteria for 
evaluating incisions, the Pfannenstiel incision ranks very 
high; it has the disadvantage, however, of affording a 
rather limited exposure. It is not practicable in obese 
patients, nor is it suitable for the removal of large tumors 
or for any work deep in the pelvis. The Maylard-Barden- 
heuer incision provides excellent exposure and satisfies 
most of the requirements of a good incision. It fails, 
however, in one important respect—it entails a rather 
high incidence of postoperative hernias. 

The incision discussed here combines the advantages 
of the Pfannenstiel and the Maylard-Bardenheuer ap- 
proaches and eliminates their shortcomings. Its slight 
disadvantage, when compared with a vertical incision, 
it shares with its prototypes. Generally, all three incisions 
consume more time in the initial stage. Because these 
incisions run at right angles to the superficial vessels, 
they entail more clamping to achieve hemostasis, al- 
though at times only a few vessels have to be clamped. 
[he time lost in developing the incision is more than 
made up during the intra-abdominal part of the operation. 


TECHNIQUE 


The incision through the skin is curvilinear, beginning 
rom one to two fingerbreadths below and medial to the 
nterior superior iliac spine, inclining slightly down, 


then running almost straight just within the upper pubic 
hairline, and terminating below the iliac spine of the 
opposite side (fig. 1). The anterior part of the rectus 
sheath is divided in the same plane; at either angle, the 
internal oblique muscle fibers will come into view. In 
those cases in which the muscle is encountered farther 
medially, its fibers are split bluntly in the direction of 
their course. The lower flap of the rectus sheath is grasped 
on either side of the midline and separated by gauze 
dissection from the underlying rectus muscles as far as 
the pubic bones. In the midline, a fibrous septum (part 
of the linea alba) extends from the deep aspect of the 
sheath between the contiguous margins of the two recti. 
This septum must be snipped with the scissors, and care 
must be taken not to buttonhole the rectus sheath. The 
pyramidalis muscles are next dissected from the recti. 
Near their attachment to the pubis, the recti are fibrous 
and frequently entirely aponeurotic (fig. 2). They are 
cut at their exact insertion, without leaving any cuff, and 
are then reflected upward. There is a small vessel on each 
side that may require clamping at the superior border 
of the pubis. The inferior epigastric arteries lie at the 
two angles of the incision. They may be dissected and 
retracted or, for maximal exposure, ligated and divided. 
The fascia transversalis and the peritoneum are incised 
in the lateral third of the incision. The height of the 
bladder is ascertained by inserting the index finger into 
the peritoneal cavity, and the peritoneum is incised trans- 
versely about one fingerbreadth above the bladder. The 
rare instance of a patent urachus should be kept in mind 
as this structure is divided in the midline. The incision 
is capable of being extended into the flank to provide 
an approach to the kidney * or the descending colon. For 
strictly unilateral procedures not requiring maximal ex- 
posure, one-half the incision may be used; the incision 
in the rectus sheath extends slightly past the midline, 
and only one rectus is detached from the pubis. A previ- 
ous vertical incision is not a contraindication to the use 
of a transverse incision. 

In the closure of the incision, the peritoneum and the 
fascia transversalis are sutured in the customary fashion. 
The pyramidalis muscles are allowed to fall on top of 
the peritoneum without any sutures. It should be empha- 
sized that it is neither necessary nor desirable to suture 
the ends of the rectus tendons to the pubis, as this 
might put them under undue tension. Inasmuch as the 
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cisco, June 25, 1954. 

Figures 1, 2, 3, and 6 are reprinted with permission from Surgery, 
Gynecology and Obstetrics. 

1. Cherney, L. S.: A Modified Transverse Incision for Low Abdominai 
Operations, Surg., Gynec. & Obst. 72: 92-95, 1941. 

2. Culp, O. S., and DeWeerd, J. H.: Advantages of the Cherney 
incision for Urologic Operations, J. Urol. 69: 445-453, 1953 
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attachment of the rectus sheath to the pubic bones has 
not been disturbed, it is sufficient to attach the tendons 
of the recti to the deep aspect of the lower flap of the 
rectus sheath (fig. 3). In the earlier cases, an apparently 
more rational procedure was used in which the rectus 
tendons were divided slightly above their insertion, leav- 
ing a cuff for reattachment. It was discovered, however, 
that the sutures had a tendency to pull out of the distal 
cut end of the tendon owing to tension. A number of 
surgeons have been discouraged by the difficulty they 
encountered in closing the incision simply because they 
felt duty bound to reestablish the insertion of the recti 
into the pubis. The recommended procedure is to pull 
the rectus tendons down gently and insert five mattress 
sutures at the level to which the recti reach without being 
forced. The ends of the recti should be made as broad 
as possible, because the only possible site of a post- 
operative hernia is lateral to the rectus. The next layer 





Fig. 1.—A, the line of incision. B, elevation of the lower flap of the 
rectus sheath. C, the resulting exposure. The tumor was a large ovarian 
intraligamentous cyst. 


of closure is the rectus sheath in the center and its com- 
ponent oblique aponeuroses laterally. In the angles of 
the incision where muscle fibers of the internal oblique 
are approximated, care should be taken not to interpose 
them between the edges of the aponeurosis of the exter- 
nal oblique. The superficial fascia and the skin are closed 
as usual. 
ADVANTAGES 

This incision offers definite advantages to the surgeon, 

the patient, and the anesthetist. 


Exposure.—The transverse diameter of the lower part 
of the abdomen is about 25% longer than the distance 
from the umbilicus to the symphysis pubis in the male, 
and even longer in the female. Since the resultant expo- 
sure is proportional to the square of the axis, the trans- 





3. Smith, D. R.: The Cherney Incision as Applied to the Surgery of 
the Lower Ureter and Bladder, Surg., Gynec. & Obst. 83: 364-368, 1946. 

4. Cherney, L. S.: Carcinoma of the Rectum: Low Abdominal Trans- 
verse Incision for Resection with End-to-End Anastomosis, California 
Med. 71: 329-331, 1949, 
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verse incision is capable of giving an operative field from 
one and one-half to two times larger than that afforded 
by the vertical incision. An additional advantage lies 
in having the wide center, rather than the ever-narrowing 
end, of the incision over the operative field. Inasmuch 
as the overhanging apron of fat found in very obese pa- 
tients is above the level of the transverse incision, it will 
nct be in the way of the surgeon, thus appreciably de- 
creasing the depth of the wound. If very pronounced, 
this fold of fat may be held up with adhesive plaster 





Fig. 2.—The lower flap of the rectus sheath elevated to expose the 
tendinous ends of the recti. The dotted line indicates where they are to be 
divided. Note the fibers of the internal oblique muscle showing at either 
end of the incision in the fused aponeurosis of the oblique abdominal 
muscles. 


attached to the patient’s shoulders. The exposure gives 
ready access to the lower part of the sigmoid and the 
upper part of the rectum (fig. 4), the region of the bi- 
furcation of the aorta, the organs contained in the broad 
ligament (fig. 5), the bladder and lower ureters (fig. 6),° 
and the retropubic space. Even in the male, the rectum 
can be mobilized as far as the end of the coccyx under 
direct vision, without the handicap of working in a deep 
funnel. Surgeons who favor preservation of the anal 
sphincter in resection for carcinoma at the rectosigmoid 
junction are able to remove more of the rectum and to 
achieve an anastomosis deeper in the pelvis than can 
be accomplished with the use of the vertical incision.‘ 
A retropubic prostatectomy becomes a much simpler 
procedure. This incision is not intended for general ex- 
ploration of the abdominal cavity, but it will permit 





Fig. 3.—Suturing of the recti to the lower flap of the rectus sheath. 


palpation of the liver and the performance, if desired, 
of the incidental appendectomy, unless the cecum is 
located unusually high. 

Strength._—The strength of the abdominal wall follow- 
ing this approach results from four factors. 1. No part 
of any muscle is denervated (the pyramidales are of no 
account). 2. The aponeuroses of the oblique abdominal 
muscles, the recti, and the fascia transversalis and the 
peritoneum are divided at different levels. By staggering 
the incision, the layers of the abdominal wall are not 
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-eakened in the same place. 3. All the sutures are taken 
» tendinous structures that offer secure anchorage. 

The direction of the pull of the oblique abdominal 
iuscles is parallel to the direction of the incision. Con- 
sequently, the line of suture in the oblique aponeuroses 
is subjected neither to the constant strain of muscle pull 
sor to a sudden, disrupting jerk during a paroxysm of 
coughing. The question might arise why a powerful 
muscle like the rectus abdominis does not tear loose from 
its reattachment. The answer lies in the fact that the 
rectus muscles become adherent to their sheath not by 





Fig. 4.—Semidiagrammatic sketch showing direct approach to the rectum 
and the sacrum. 


the cut ends but by the entire anterior surface. In addi- 
tion, since the recti are segmented and thereby “insert” 
into their sheath at several levels, their entire pull is not 
exerted on their reattachment. 

Postoperative Hernia.—The estimation of postopera- 
tive herniation is always fraught with uncertainty. The 
patient in whom a hernia develops may hold the original 


Incidence of Hernias and Disruptions in 808 Cases of Transverse 
Abdominal Incision* 


Observer No.of Cases Hernias Disruptions 


University of California....... 130 2 4 
eo aE ee eee 20 0 0 
Culp and DeWeerd 2............ 56 0 0 
Fallis, L. S. (quoted by Culp 

we re 100 1 1 
NS Ee rican saccanaeens 12 1 0 
eS Re eee ee 40 0 1 


Simpson, J. W.; Zimmermann, 
E. A., and Jeserun, H. M.: 
Bol. Asoc. méd. Puerto Rico 


423490-494, 1950............0000- 100 0 0 
Zimmermann, E.t............... 350 1 0 
ME caeudeuracseeendsaene 8U8 6 


i) 
(0.6%) (0.75%) 


"he Vanderbilt University series is omitted because of lack of readily 
ble information as to the number of hernias. As of 198, Dr. Bureh 

rch, J. C.; Lavely, H. T., Jr., and Bradley, C. F.: Ann. Surg. 127: 
, 1948) had 60 cases with no hernias; in a recent communication, 

‘id he estimated a 4% incidence of hernias. 

Personal communication to the author. 


Surgeon responsible and may therefore elect another 
surgeon to repair the defect. The present-day mobility 
o! the population, involving especially the military per- 
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tw 
nm 


sonnel who represent a high proportion of the 808 cases 
about which I have information, further complicates 
the problem. The redeeming feature in this connection, 
however, is the fact that, since most hernias occur within 
the first year after the operation, the likelihood that the 





Fig. 5.—Exposure of the uterus. 


patient will move away is not too great. The discrepan- 
cies in the statistics available in the literature bear out 
the difficulty of accurate computation of the risk of post- 
operative hernias. Figures range from 2% to 11%, tak- 
ing into account all kinds of surgical abdominal wounds, 
and from 0.5% to 2% for clean, undrained wounds. 





Fig. 6.—Repair of vesicovaginal fistula adjacent to left ureter. The 
fistula was excised and both vaginal and vesical openings easily inverted 


In at least one-fourth of the cases cited in the table, 
the wounds were exposed to some degree of contamina- 
tion from infected urine, pus in the uterine tubes, or open 
anastomosis of the rectum and colon. The poor results 
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deserve analysis. One hernia occurred on the first trial 
by a surgeon who attempted to approximate the recti to 
the pubis. In anocher case, because of a large. fibroid 
of the uterus in a patient who underwent a resection of 
the rectum, the recti were not sutured at all. Infection 
of the wound was responsible for another hernia, while 
no definite reason could be found to account for the 
remaining two instances of postoperative hernia forma- 
tion. All four cases of dehiscence in the University of 
California series followed total cystectomy. In one of 
these, there had been considerable bleeding that required 
a large pack for hemostasis. In two cases, there was gross 
suppuration of the wound. The fourth case was that of a 
debilitated, elderly man whose tissues “fell apart” when 
the skin sutures were removed. A fifth case of disrup- 
tion (in Dr. Silvis’s series) occurred in a 78-year-old 
patient with advanced carcinoma, wound infection, and 
marked hypoproteinemia. 


Anesthesia.—The low transverse incision is also at- 
tractive froi the point of view of anesthesia. As the 
incision is below the level of the abdomen that is sup- 
plied by the 11th thoracic segment of the spinal cord, 
spinal anesthesia need not extend higher; accordingly, 
there is less depression of the blood pressure. If general 
anesthesia is used, it may be light. Little muscle relax- 
ation is required except when the rectus muscles are 
being reattached; breaking the table at this point may 
further facilitate closure. The edges of the wound gape 
even without the aid of retractors. The bladder can be 
held up and out of the way with a suture to the drapes. 
Very little packing is required to keep the small intestine 
under the upper flap of the incision; this minimizes shock 
to a considerable degree and decreases the tendency to 
postoperative distention. The possibility of performing a 
cesarean section with minimal anesthesia makes for 
greater safety of the infant. 


Comfort.—The lower part of the abdomen is not used 
much in respiration even by men. Consequently, the 
pain of a low abdominal transverse incision is not aggra- 
vated by breathing and will have no inhibiting effect on 
respiration. Since the incision is relatively painless, the 
dosage of narcotics is diminished. No adhesive strap- 
ping is needed above the iliac crests, and this further pro- 
motes better pulmonary ventilation. The surprising 
freedom with which the patient moves in bed after the 
operation can be easily explained by consideration of 
the anatomic factors involved. The patient turns by the 
use of the oblique abdominal muscles; since they do not 
tend to pull against the line of suture, their contraction 
does not produce much pain. However, in spite of the 
almost unanimous impression of the surgeons using this 
incision that the patients are more comfortable, a review 
of 100 cases revealed that the number of narcotic injec- 
tions had not changed significantly from the number used 
with vertical incisions. The obliguc muscles are the ones 
primarily concerned in coughing, therefore, the patient 
has less dread of expectorating. The combination of 
relatively painless motion, respiration, and coughing cuts 
down the occurrence of pulmonary complications. Of 
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150 cases reviewed in which information concerning the 
pulmonary complications was available, there was only 
one case of a minor pulmonary atelectasis. The incidence 
of postoperative urinary retention is also less, probably 
owing to the greater relaxation of the patient brought 
about by relative comfort. The series studied showed that 
46% of the patients required catheterization at least 
once, as against 66% in the control series of patients 
with a vertical incision. 


Cosmetic Effect.—For those patients who judge the 
merits of an operation by the appearance of the scar, this 
incision is particularly desirable. The part that is not 
hidden by the pubic hair follows the natural skin lines 
and eventually merges with them. 


SUMMARY 


The low transverse abdominal incision with detach- 
ment of the recti from the pubis gives an exposure com- 
parable to that obtained with the Maylard-Bardenheuer 
incision, without the weakness of the wound character- 
istic of that incision. It offers advantages in all stages 
of the operative treatment. During the operation, it 
affords better exposure with lighter anesthesia, less han- 
dling of the intestine, and less tendency to shock. During 
early postoperative days, it makes for greater comfort 
by decreasing abdominal distention and minimizing pain 
on deep respiration, coughing, and moving. The inci- 
dence of pulmonary complications is consequently less. 
Feer patients require catheterization. Ultimately, as 
well as immediately, the wound is strong because no 
muscle is denervated, the incision is staggered, all sutures 
are taken in the aponeuroses, and the direction of the 
main muscle pull is parallel to the direction of the inci- 
sion. These factors markedly decrease the incidence of 
dehiscence and postoperative hernia. The good cosmetic 
result appeals to the patient as much as the other features 
do to the surgeon. 


490 Post St. (2). 





Anticoagulant Therapy.—Studies of the beneficial effects of 
anticoagulant drugs in the treatment of thromboembolic diseases 
have stimulated a search for an “ideal” agent. Such a drug should 
be nontoxic, possess rapid onset of therapeutic effect and a 
shorter duration of action, require a constant maintenance 
dosage, and result in a prompt recovery after discontinuation 
of the drug. No one anticoagulant to date meets these ideal 
criteria. However, phenylindanedione may be considered a 
rapidly-acting prothrombinopenic agent. Therapeutic depletion 
of prothrombin activity was obtained in 12 to 48 hours after 
an initial dose of 200 or 300 mg. by mouth, depending on body 
weight. The effect of phenylindanedione usually persisted from 
24 to 96 hours, in relation to the dosage employed. Pheny!l- 
indanedione possesses more rapid action and far less cumulative 
effect than bishydroxycoumarin. Its judicious administration is 
attended by little or no toxicity. . . . In proper dosage by mouth 
phenylindanedione induces a therapeutic degree of hypopro- 
taombinemia and thus aids in the management of thrombo- 
embolic disease.—Lieut. C. S. Kim, Use of Phenylindanedione 
in Acute Thromboembolic Disease, United States Armed 
Forces Medical Journal, November, 1954. 
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A MEDICAL TREATMENT FOR STASIS ULCERS 


Harry M. Robinson Sr., M.D., Baltimore 


Chronic, nonspecific ulcers of the leg, commonly 
called stasis ulcers or varicose ulcers, have presented a 
difficult therapeutic problem for many years. Some of 
the medicaments and treatments that we have used are 
Unna’s paste bandages, adhesive dressings, scarlet red 
ointment, chlorophyll preparation ointment (Chlores- 
ium), vitamin A ointment, vitamin D ointment, vitamin 
A and D ointment, ultraviolet light, dry heat such as an 
incandescent bulb under a wire cradle, x-rays in small 
doses (5 r at a time), ammoniated mercury ointment, 
gentian violet solution (aqueous and alcoholic), panto- 
thenyl alcohol (Panthenol) ointment, aluminum acetate 
(Burow’s) solution, boric acid solution and ointment, 
and occlusion, ligation, and stripping of veins by com- 
petent surgeons; none has offered more than fair results. 
Streptokinase-streptodornase (Varidase) and trypsin 
(Tryptar) have been used to clear the ulcers of crusts 
and detritus, but otherwise were not helpful. Antibiotic 
ointments were no more effective than other bactericidal 
ointments and solutions. Recalling that the surgeons in 
our hospital had repeatedly stated that ointments, as a 
rule, kept ulcers moist and prevented healing, I decided 
to try chloramphenicol powder on some of the ulcers. 
This communication deals with the results in 72 patients 
treated in this way. 


THE CAUSE OF STASIS ULCERS 

For many years varicose veins and stasis ‘actors have 
been thought to be major factors in the production of leg 
ulcers. Many persons who have varicose veins have 
never had eczematous eruptions or ulcers. Of our patients 
with ulcers, only about 20% had demonstrable varicose 
veins. As for the stasis factor (a slacking of the blood 
current as in passive congestion or due to venous con- 
gestion), I have taught for many years that this factor 
modifies many conditions; in lichen planus, lesions on 
the legs become hypertrophic and verrucoid, and in ery- 
thema simplex lesions on the legs become purpuric, but 
at least two of us older dermatologists in Baltimore be- 
lieve that too much emphasis has been placed on stasis. 
Undoubtedly, it does retard healing of the ulcers in ques- 
tion, but in my opinion it is not the most important 
contributing factor. While the real cause remains contro- 
versial, I am convinced that trauma frequently precipi- 
tates the lesion, having elicited a history of injury by self- 
excoriation or trauma by some inanimate object in 28 
patients in this group. After excoriation or some other 
trauma has broken the skin, stasis factors, and, I believe, 
one other factor help to form and prolong the ulcer. The 
other factor that I think should be considered is bacterial 
invasion; most of the bacteria found when cultures were 
done on our patients were saprophytes or questionable 
or inactive pathogens; yet these seemed to inhibit healing, 
-ause odors, and prevent tissue stimulants from working. 


LABORATORY PROCEDURES 
Four of these patients seen in the outpatient depart- 
ment had positive serologic tests for syphilis, but neither 
“ntisyphilis treatments nor clinical characteristics indi- 


cated that syphilis was a cause of the condition. None 
of the office patients had a positive serologic test for 
syphilis. A biopsy was done on one patient to obtain 
the histological picture of a typical stasis ulcer. In an- 
other patient sent to us with the diagnosis of stasis ulcer, 
a biopsy was done because the lesion failed to show 
signs of healing, even though new granulation tissue 
buds had appeared; this proved to be carcinoma, and the 
involved leg was amputated. 

Organisms in Stasis Ulcers.—Cultures were made on 
blood agar to determine if there was any specific element 
in stasis ulcers that would inhibit tissue growth. Ecthyma 
was excluded by clinical findings and by failure, on cul- 
ture, to show a marked overgrowth of pathogenic organ- 
isms. The following organisms, most of them nonpatho- 
genic, are found in stasis ulcers: 


Micrococcus pyogenes var. aureus Neisseria catarrhalis 
Micrococcus pyogenes var. albus 
Micrococcus (variety undetermined) 
Streptococcus viridans 

Streptococcus (variety undetermined) 
Proteus vulgaris 

Proteus (atypical) 

Escherichia coli var. communior 


Pseudomonas aeruginosa 
(Bacillus pyocyaneus) 
Aerobacter aerogenes 
Paracolon bacillus 
Candida albicans 
Alealigenes faecalis 
Diphtheroids 


Report of Sample Smears.—For sample smears from the 
stasis ulcers of two patients, the following laboratory reports 
were received: 

Case 1: Micrococcus pyogenes var. albus 
Hemolysis + 
Coagulase — 
Mannitol - 
Gelatinase — 
Pathogenicity: probably not pathogenic 
Alcaligenes faecalis 


Glucose - 

Lactose - Litmus milk—Slightly alkaline, 
no peptonization 

Sucrose ~ 

Maltose — 

Kliglers - Agar slant—No pigment pro- 
duction 

Motility—Yes 
Diphtheroids 
Gram-positive bacilli morphologically resembling 
diphtheroids 
Case 2: Micrococcus pyogenes var. aureus 

Hemolysis — 

Coagulase — 

Mannitol - 

Gelatinase — 


Pathogenicity: not pathogenic 





From the Department of Dermatology, School of Medicine, University 
of Maryland. 

Read before the Section on Dermatology and Syphilology at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 23, 1954. 

Drs. Frank Hachtel and Andrew G. Smith of the Department of 
Bacteriology of the University of Maryland listed the organisms found 
in stasis ulcers and reported on sample smears. 

Drugs were supplied by: Lederle Laboratories, chlortetracycline (Aureo- 
mycin) and streptokinase-streptodornase (Varidase); Schering Corporation, 
diphenmethanil methylsulfate (Prantal); Pfizer Laboratories, Division of 
Charles Pfizer & Company, Inc., oxytetracycline (Terramycin), erythro- 
mycin, and bacitracin-polymyxin B sulfate; Parke, Davis & Company, 
chloramphenicol (Chloromycetin); Armour Laboratories, trypsin (Tryptar); 
and Upjohn Company, bacitracin. 
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Micrococcus pyogenes var. aureus 

Hemolysis + 

Coagulase + 

Mannitol + 

Gelatinase + 

Pathogenicity: a pathogenic strain 
Candida albicans 

Glucose A and G 

Maltose A and G 

Sucrose — 

Lactose - 

Pathogenicity: questionable 


I am convinced that these pathogenic organisms, ques- 
tionable pathogens, and saprophytic organisms were at 
least partially responsible for the odor of the ulcers as 
well as the inhibition of healing, because, after the anti- 
biotic powder was applied to the ulcer, the odor (often 
a stench) ceased to be perceptible within three days to 





Fig. 1.—Photomicrograph of characteristic stasis ulcer. 


a week, and granulation tissue began to appear. It is 
noteworthy that the granulation tissue rose from the base 
of the ulcer and not from the sides, and sometimes the 
connective tissue growth was so abundant that it was 
necessary to apply liquefied phenol to keep it down to 
the level of the skin. To record progress in healing, re- 
peated photographs were taken. Results of routine lab- 
oratory tests on urine and blood were of no significance, 
there being no leukopenia or anemia with sickling. 


DRUGS USED 

Having found chloramphenicol powder apparently of 
value, and having used the ointments of the other anti- 
biotic drugs without unusual untoward results, I decided 
to include other antibiotic drugs and two nonantibiotic 
drugs, sulfanilamide and diphenmethanil methylsulfate 
(Prantal). The drugs studied were chloramphenicol, 
chlortetracycline (Aureomycin), oxytetracycline (Terra- 
mycin), erythromycin, bacitracin, bacitracin-polymyxin 
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B sulfate, sulfanilamide, and diphenmethanil methylsul- 
fate. The original intent was to treat 10 patients in each 
group with a different drug, but in the first 4 patients 
treated oxytetracycline, erythromycin, and chlortetra- 





Fig. 2.—Photomicrograph of prickle cell carcinoma; patient had been 
referred with diagnosis of stasis ulcer. 


cycline seemed to cause redness and exudation; so I lim- 
ited the whole group to chloramphenicol, bacitracin, and 
bacitracin-polymyxin B sulfate. The other antibiotics 
could be tried; chlortetracycline healed the ulcers in two 
patients. 





REACTIONS 

Untoward reactions were limited almost entirely to 
local redness and exudation in and around the ulcer. In 
one patient, who later stated he had known he was sensi- 
tive to antibiotics, generalized nummular eczema devel- 





























































Fig. 3.—Stasis ulcer, left, on Nov. 12, 1953; right, on April 9, 1954 
healed, antibiotic crusting undisturbed. 
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ned after application of all antibiotic powders, including 
.e bacitracin mixtures; these areas involuted within a 
veek after local medication with the antibiotic was 
‘opped. The patient was also reactive to sulfanilamide, 
ut only locally around the ulcer. Patch tests with chlor- 
nphenicol were positive, but with oxytetracycline and 





Fig. 4.—Stasis ulcer, left, on Nov. 12, 1953; right, on April 5, 1954, 
healed, antibiotic crusting undisturbed. 


chlortetracycline were negative. One other patient com- 
plained of general itching, but no eruption appeared ex- 
cept at the ulcer. In seven patients a dermatitis from 
chloramphenicol developed around the ulcer, but four of 
these responded to cold wet dressings of aluminum 
acetate solution, and, after the dermatitis had disap- 
peared, use of the antibiotic drug could be resumed, care 
being taken to avoid dusting the drug beyond the margin 
of the ulcer. 

An annoying dermatitis occurred in a few patients in 
almost every group. With talc treatment there was no 
dermatitis, but there were no beneficial effects, and all 





Fig 5.—Stasis ulcer, left, on Oct. 30, 1953; right, on Dec. 11, 1953, 
ed after treatment with antibiotic powders. 


ol these patients were transferred to therapy with chlor- 

uphenicol, bacitracin, or bacitracin-polymyxin B sul- 
fate, or a combination of the latter two. In the group of 
patients treated with diphenmethanil methylsulfate, heal- 
i was too slow, and all but two patients were trans- 
i. red to therapy with chloramphenicol, bacitracin, or 
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bacitracin-polymyxin B sulfate, or the last two drugs in 
combination. No change in blood picture occurred in 
any of the patients. All 72 patients were ambulatory. 


PROCEDURE OF THERAPY 

No attempt was made to remove the crusts or to clean 
the ulcer or the surrounding tissues. Photographs were 
taken to record progress in healing; then cultures were 
made on blood agar, the powder was sprinkled on the 
ulcer, and a dry dressing was applied. The nurse found 
that the easiest method of applying the powder was by 
putting it in a can with holes for dusting. Small powder 
blowers were more practical on large areas. Two of the 
drugs, bacitracin and bacitracin-polymyxin B sulfate, 
were obtainable in glass containers. Capsules of chlor- 
amphenicol were emptied into larger containers and the 
blower. Sterile sulfanilamide crystals were used in those 
patients who could not tolerate the antibiotic powders. 
In two patients, in whom all the antibiotic powders and 
the sulfanilamide caused a dermatitis, diphenmethanil 
methylsulfate was used without untoward effects, and 





Fig. 6.—Stasis ulcer, left, on Feb. 5, 1954; right, on April 8, 1954, 
healed after treatment with antibiotic powders. 


seemed to permit slow healing. Talc proved of no value 
in two cases. Patients were advised to rest, with the 
affected leg or legs elevated, but almost all of them said 
that this was not practicable, as they had to work. 
RESULTS 

Of those patients in whom a dermatitis developed, the 
ulcers of three failed to heal, and the patients discontin- 
ued treatment; one went into another hospital, where his 
leg was amputated by a surgeon, although the diagnosis 
made there (clinical and histological) was also stasis 
ulcer. In 6 of the 72 patients, ulcers healed within two 
weeks’ time. Of the remainder, healing took place in 
varying periods from four months to eight months (6 
within 2 weeks, 24 within 16 weeks, 26 within 20 weeks, 
10 within 32 weeks, and one up to two years); one has 
been under treatment for more than two years. In the 
last patient, numerous deep and extensive ulcers of both 
legs have been very slowly but consistently healing. No 
surgical treatment had been offered in this case, as the 
ulcers were too deep, extending, in places, to the peri- 
osteum (fig. 7); so I undertook the problem. Four pa- 
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tients had recurrences after complete healing (one as 
many as five times), but in all of these the lesion or 
lesions were seen early and responded immediately (in 
one to two weeks) to treatment. After application of the 
powder and bandages, healing is watched for, once or 

: twice a week, by noting 
the adherence and piling 
up of the powder on the 
ulcer; when this adher- 
ence and piling up occur, 
I know from experience 
that healing is beginning. 
The powdered crust that 
forms eventually exfoli- 
ates, leaving a_ healed, 
normal scar. 


COMMENT 

In the past, the healing 
of stasis ulcer has been 
difficult in spite of the use 
of numerous ointments, 
solutions, and surgical 
procedures. With the dis- 
covery and use of the anti- 
biotic drugs, it was decided to apply antibiotic powders 
and dry dressings to these chronic, nonspecific ulcers. 
Of 72 patients treated with this method, only 3 were re- 
sistant to treatment, primarily because the powders 
caused a dermatitis and the patients would not go on with 





Fig. 7.—Stasis ulcer, showing in- 
volvement down to the periosteum; 
surrounding whitish area shows 
healing. 
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the treatment; in 4 others a dermatitis developed during 
treatment with chloramphenicol, but it responded to alu- 
minum acetate solution, and healing resulted after further 
treatment with antibiotic powder. 


CONCLUSIONS 


Stasis ulcers are not, apparently, active infections; 
the bacteria found on cultures are usually saprophytes or 
inactive or questionable pathogens. In this series of 72 
patients the application of antibiotic powders permitted 
the production of granulation tissue, sometimes to the 
extent that phenol was required to wear down excess 
tissue. Annoying odors were encountered but were not 
perceptible after a week of powder treatment. Of the 
72 patients treated with antibiotic powder, only 3 had 
ulcers that failed to heal, and one is still under treatment. 
Dermatitis may result from this treatment, but in this 
series it cleared up in all except three patients; two of 
these were lost to follow-up, and one had his leg ampu- 
tated. There was a tendency in some patients for the 
ulcers to recur or for new ulcers to form, but these lesions 
responded to further powder treatment. Where there was 
bilateral involvement, it was not unusual for the ulcer or 
ulcers on one leg to heal more quickly than on the other; 
in one case there was a difference of eight months. Der- 
matitis was encountered least after use of chloramphen- 
icol, bacitracin, and bacitracin-polymyxin B sulfate. The 
greatest drawback of ulcer treatment with antibiotic pow- 
der is the price of the drug. 


106 Chase St. (2). 





NEWER CONCEPTS IN OTOLARYNGOLOGICAL DIAGNOSIS AND THERAPY 


Joseph L. Goldman, M.D., New York 


Otolaryngology has become during the past two dec- 
ades not only a broader and more stimulating specialty 
but a sounder one. While the inclusion of endaural, max- 
illofacial, and head and neck surgery has enabled the 
otolaryngologist to cultivate new fields of technical en- 
deavor, equally significant have been the accomplish- 
ments that have led to new ideas and concepts in the 
basic problems of nasal and aural disease. The under- 
standing of physiological functions and allergic mecha- 
nisms, the application of microbiological facts and prin- 
ciples, the judicious use of antibiotics and chemotherapy 
have changed otolaryngology from a field of empirical 
thinking and action to a field of precise diagnosis and 
therapy. This presentation will deal with those nasal and 
aural diseases that confront the otolaryngologist fre- 
quently in his daily practice, namely, vasomotor and 
infectious rhinitis and sinusitis, external otitis and secre- 
tory otitis media. I believe that these disorders illustrate 
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well the changes that have occurred in this specialty as 
the result of applying newer concepts to present methods 
of diagnosis and therapy. 

It has not been so long ago that most alterations of 
the nose and paranasal sinuses were interpreted for the 
most part in terms of infection. At present physicians 
are aware that manifestations of nasal and sinus hyper- 
function can be accounted for more frequently by causes 
other than infection. More specifically, the causal factor 
may be primarily or conjointly atopic or physical allergy, 
emotional disturbances, or some constitutional predis- 
position. It seems to be generally agreed that the term 
vasomotor rhinitis and sinusitis is most descriptive for 
these noninfectious disorders. Since the etiology and 
therapy of the atopic form of allergy are based on the 
concept of an antigen-antibody reaction, this type of 
vasomotor response will not be considered in this dis- 
cussion. 


VASOMOTOR AND INFECTIOUS RHINITIS AND SINUSITIS 

Williams ' and Hilger * have helped considerably to 
clarify the mechanism responsible for nasal as well as 
aural vasomotor reactions. They implicate the autonomic 
nervous system as the control that regulates the reactivity 
of the nasal and sinus mucous membrane and glands. It 
should be appreciated that the nasal mucous membrane 
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and turbinates, containing mucous and serous glands and 
a network of vascular channels and nerve endings of the 
autonomic nervous system, constitute a delicately sensi- 
tive and reactive organ.* It is believed that vasoconstric- 
tion of the nasal mucous membrane is controlled by the 
andrenergic fibers in the sympathetic nerves, while vaso- 
dilatation and increased activity of the mucosal glands are 
governed by cholinergic fibers in the parasympathetic 
nerves. Thus, vasomotor rhinitis is a manifestation of 
hyperfunction of the neurovascular, neuromuscular, and 
neurosecretory mechanisms that are influenced by the 
parasympathetic nerves. In support of the concept of 
autonomic dysfunction are the observations reported by 
Fowler,* Holmes and co-workers,° and Millonig and co- 
workers.* These observers described swelling of the nasal 
mucous membrane and turbinates and increased secre- 
tion in cases in which the sympathetic nervous supply 
was interrupted surgically by resection or blocking of the 
cervical sympathetic ganglion. On the other hand, the 
mucous membrane was found to be shrunken and dry in 
cases in which the parasympathetic nervous supply was 
interrupted. 

In an experimental study, Holmes, Goodell, Wolf, and 
Wolff * were able to demonstrate in a large group of 
patients that vasomotor changes in the nose could be 
evoked by threatening life situations. The manifestation 
of hypersecretion is stressed and compared to the increase 
in gastric secretion that occurs in cases of peptic ulcer. 
The thesis is well developed on clinical grounds that nasal 
hyperfunction can result from parasympathetic stimula- 
tion initiated by emotional disturbances. Vasomotor 
rhinitis comprises the majority of nasal disorders seen 
by the rhinologist. The therapeutic approach to these 
patients has been based on physiological considerations 
only in recent years. As has been pointed out by Ashley,’ 
the systemic use of appropriate drugs to correct the 
autonomic imbalance should be the therapy of choice. 
For instance, drugs such as ephedrine should be em- 
ployed for desired sympathetic stimulation, methanthe- 
line (Banthine), diphemanil (Prantal), and atropine for 
parasympathetic inhibition, and the antihistamine group 
for indicated hypersensitivities. It should be emphasized, 
however, that antihistamines are not a substitute for 
hyposensitization or avoidance of specific allergens when 
these are known. 

Persistent hyperfunction in the nose and sinuses can 
result in permanent tissue changes. The enlarged, edema- 
tous hyperplastic inferior turbinate is an example of tis- 
sue alteration that can occur in advanced vasomoior 
rhinitis. Effective shrinking of this turbinate can make 
the afflicted patient comfortable by providing adequate 
space for breathing and by diminishing the amount of 
secretion. In my experience this can be best accomplished 
by submucosal electrocoagulation with bipolar needles. 
Care must be taken to avoid bone necrosis and excessive 
epithelial damage. At times it may be necessary also to 
remove the posterior tips of the inferior turbinates. 
Richardson ® obtained good results in 175 out of 200 
consecutive patients treated by this method. House ° also 
has been successful in reducing the size of the enlarged 
inferior turbinate in vasomotor rhinitis by submucous 
resection of the anterior portion of the inferior turbinal 
bone. 
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It is often difficult if not impossible to differentiate 
clinically the vasomotor from the infectious type of rhini- 
tis or sinusitis. The significant manifestation in nasal and 
sinus disease is the presence of secretion or discharge in 
the nasal cavities and sinuses. However, the amount or 
appearance of nasal or sinus secretion does not indicate 
whether the disorder is of vasomotor or infectious origin. 
I have shown *° that bacteriological and cytological ex- 
aminations of such secretions can provide precise criteria 
that are most helpful in the determination and differenti- 
ation of nasal and sinus disease. Culture of the secretion 
on blood agar plates can indicate whether the micro- 
organism obtained from the nose or sinus is pathogenic 
or nonpathogenic as well as the quantitative estimation 
of such micro-organisms. Inasmuch as pneumococci, 
hemolytic streptococci, Hemophilus influenzae and para- 
influenzae, and Klebsiella pneumoniae are found rarely 
in the normal nose or sinus, even in small numbers, iso- 
lation of any of these micro-organisms from the secretion 
in the nasal cavity or in that irrigated from a sinus 
strongly suggests the presence of infection. Moderate or 
large g.owth on culture of Micrococcus (Staphylococcus) 
pyogenes var. aureus A, Streptococcus viridans, Strep- 
tococcus nonhemolyticus, Proteus bacillus, or Pseudo- 
monas aeruginosa also suggests the existence of infection, 
particularly if found on repeated occasions. The prob- 
ability of infection is further substantiated if in addition 
spreads of secretion stained with Wright or Hansel stain 
show similar micro-organisms and neutrophils. 

However, M. pyogenes var. albus, M. pyogenes var. 
aureus B, diphtheroids, Neisseria pharyngis, and M. pyo- 
genes var. aureus A are present in the normal nose and, 
as a rule, are not associated with infection. If any of 
these micro-organisms, alone or in combination, are cul- 
tured from nasal or sinus secretion, it is unlikely that 
infection exists. Should spreads of such secretion show 
no micro-organisms, or just a few, and a large amount 
of mucus, then the evidence is strong that one is dealing 
with a vasomotor disorder. It should be mentioned that 
nasal and sinus cultures in health may be sterile. Al- 
though allergic and vasomotor rhinitis may exist without 
eosinophils appearing in the nasal secretion, their pres- 
ence in moderate and in especially large numbers 
strongly suggests such a diagnosis, particularly if no 
micro-organisms are seen in the spread. It should be 
mentioned that a severe eosinophilic rhinitis can produce 
secretion with purulent characteristics. 

In view of the number of antibiotics available and the 
new antibiotics constantly appearing, bacteriological in- 
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vestigations with sensitivity tests on a routine basis in 
nasal and sinus infections permit the proper use of spe- 
cific antibiotic and chemical therapy. This principle is 
generally accepted in theory but not in practice. Now 
that dried antibiotic disks are available for such testing, 
preliminary or approximate information concerning the 
sensitivity of a micro-organism can be obtained with 
simple facilities and in a short time. Although antibiotic 
disks are not as quantitatively accurate as the serial dilu- 
tion method, they are useful to determine which anti- 
biotic should or should not be administered. Hemolytic 
streptococci and pneumococci, as a rule, are susceptible 
to most antibiotics, but the micrococci and gram-negative 
bacilli that are found in infections of the upper respir- 
atory tract may show considerable variations in suscep- 
tibility. There is evidence that even the pneumococcus 
may be occasionally resistant to penicillin." 


EXTERNAL OTITIS AND SECRETORY OTITIS MEDIA 

Bacteriological and microscopic studies of secretions 
in the external auditory canals and middle ears also have 
changed, during the past decade, fundamental concepts 
of two otologic entities, external otitis and secretory otitis 
media or otitis media with effusion. Routine bacterio- 
logical examinations of the secretions in external otitis 
have shown that the original concept that external otitis 
was primarily a mycotic infection is incorrect. It is now 
known that external otitis is essentially a bacterial dis- 
ease. This brief discussion is concerned with the diffuse 
infectious and eczematoid types of external otitis.‘* The 
work of Senturia, Hayes and Hall, Gill, Alonso, Singer 
and associates, and McLaurin,’* among others, has 
clearly demonstrated that the causal agent in diffuse 
external otitis most frequently is either the gram-negative 
Pseudomonas aeruginosa or M. pyogenes var. aureus A. 
In some series the Pseudomonas organism predominates, 
in others the Micrococcus, while occasionally these 
micro-organisms may exist in combination. 

Aside from cleansing and affording relief from pain, 
the local administration of antibiotics and chemotherapy 
is the treatment of choice, whether it be in the form of 
powder, ointment, or aqueous solution. The need for 
routine cultural and microscopic examinations and tests 
for antibiotic sensitivity cannot be overemphasized in this 
disease. Here, too, because of the great variation in sus- 
ceptibility of the Micrococcus and gram-negative bacilli 
to antibiotics, such therapy cannot be considered specific 
unless sensitivity tests are made. This does not mean that 
therapy should not be started with an antibiotic that is 
regarded as suitable for external otitis. For instance, 
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inasmuch as Pseudomonas aeruginosa is isolated fre- 
quently from infections of the external auditory canal, 
polymyxin might be used as the therapeutic agent until 
results of the sensitivity tests are known. 

In my experience the eczematoid type of external otitis 
has presented a more complex problem. It is my impres- 
sion that this disease is for the most part a manifestation 
of local hypersensitivity to M. pyogenes var. aureus A. 
This micro-organism can almost invariably be isolated 
from these lesions. Thus, sometimes in addition to local 
therapy, hyposensitization with autogenous vaccine or 
the exhibition of toxoid '* will pzove to be helpful to 
control this skin disorder. It may be that allergic and 
psychogenic factors can contribute to the origin of this 
condition. Hansel '° and Kuhn ** have called attention to 
the fact that specific allergens can be responsible for 
external otitis. 

Although the clinical picture of secretory otitis media 
(otitis media with effusion, catarrhal otitis media) was 
described adequately by Politzer in 1869, present under- 
standing of this disease has been enhanced by the bac- 
teriological and especially the cytological examinations of 
the fluids obtained from involved ears. Significant con- 
tributions have been made to this subject during the past 
14 years by Jones, Robinson, Hantman, Hoople, and 
Suehs.’* Both the thin, amber, serous transudate, usually 
associated with an obstructed eustachian tube or trauma 
to the middle ear, and the thick, mucoid exudate, usually 
associated with infection of the upper respiratory tract, 
are sterile on culture. One should rely on the microscopic 
examination of the fluid to determine accurately if it is 
a transudate or exudate. The transudate can be identified 
by few inflammatory cells, while the exudate will reveal 
many cells, particularly neutrophils. Bacteria, of course, 
are never seen on spreads in either and, as would be 
expected, the exudate contains more mucus than the 
transudate. My experience confirms the observation of 
others that eosinophils have not been found, even when 
allergic factors have been considered contributing to the 
cause of the effusion. Once the character of the effusion 
has been determined, it is possible to follow logical lines 
of thought and investigation to uncover the cause and 
to institute appropriate therapy. 

Thus, the key to accurate diagnosis in secretory otitis 
media is aspiration of the middle ear and cultural and 
particularly microscopic examinations of any secretion 
obtained. The incidence of success in making the diag- 
nosis of this condition will depend on the frequency with 
which aspirations are made. I agree with Hoople that 
many cases will be missed if otologists rely for diagnosis 
only on signs such as fluid level, discoloration and retrac- 
tion of the tympanic membrane, and the whitish hammer 
handle. Because of the ease with which aspiration of the 
middle ear can be executed without anesthesia, I perform 
this procedure as a diagnostic test whenever deafness, 
fulness in the ear, or tinnitus cannot be easily explained. 
By following this policy, I am uncovering many cases of 
secretory otitis media that in the past would have been 
unrecognized. Missed cases of secretory otitis media, 
particularly of vasomotor or allergic origin,’* may be 
responsible for some of the adhesive processes that ulti- 
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mately cause loss of hearing. Thus, early recognition and 
effective treatment of secretory otitis media may have a 
bearing on the conservation of hearing. 
SUMMARY 

Fundamental concepts of disease in otolaryngology 
have been revised considerably during the past two dec- 
ades by knowledge acquired from the basic sciences and 
its application to clinical practice. Physiology, micro- 
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biology, clinical microscopy, and allergy particularly 
have contributed newer ideas and methods to the diag- 
nosis and therapy of nasal and aural diseases. Careful 
examination of secretions is valuable as a means of 
achieving more precise diagnosis and more effective 
therapy in vasomotor and infectious rhinitis and sinusitis 
and in external otitis and secretory otitis media. 
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ETHER ANALGESIA 


DURING MAJOR 


SURGERY 


Joseph F. Artusio Jr.,. M.D., New York 


Analgesia produced with ether (diethyl ether) was 
first described by John Snow in 1847.' Snow observed 
that an analgesic state existed after emergence from 
deeper degrees of etherization, but, in the ensuing years, 
it was not deemed feasible to use the analgesic state for 
surgical procedures. It was not until the 20th century 
that Gwathmey repopularized analgesia, using rectal ether 
in oil. Championing this school of thought, Gwathmey 
and Karsnar reported the use of analgesia for operations 
of short duration and for dressing wounds during World 
War I.° Surgeons of Gwathmey’s day sent him many 
reports of patients who, under the effects of ether anal- 
gesia, answered questions, suffered no pain, and had no 
memory for the entire event. Firmly convinced that the 
analgesic state was most physiological, Gwathmey intro- 
duced synergistic analgesia in 1921, using a combination 
of ether in oil rectally and morphine and magnesium 
sulfate parenterally. Gwathmey, in his textbook on anes- 
thesia, stated: “We consider analgesia by this method 
[colonic ether in oil] safer than any other method of 
anesthesia.” The enthusiasm for analgesia waned, and 
in 1937 Guedel promulgated the stages and planes of 
ether anesthesia and emphasized the seriousness of the 
delirium stage with the inherent possibility of violent 
excitement, heightened reflex irritability, and vomiting.‘ 
Heeding these warnings, in most instances anesthesiolo- 
gists produced surgical anesthesia. Originally I did not 
take exception to this idea, and, agreeing with the con- 
cept that general anesthesia was a depression of total 
body metabolism, I used metabolic depressants as part 
of the premedication to decrease the anesthetic starting 
point and obtain a short, uneventful second stage. For 
the past 10 years, the trend throughout the world and 
especially in the United States has been, again, toward 
lighter planes of anesthesia, particularly for surgical pro- 
cédures on the poor risk patient and during direct sur- 
gical attack on the heart itself. I also felt that lighter 
anesthesia should be used for these cases. Quite by ac- 
cident, one of my patients responded to the spoken voice 
and indicated complete freedom from pain. From this 
observation, I began systematically to study the attri- 
butes of the analgesic stage. Throughout the winter of 
1952, I studied the special faculties of sight, hearing, 
and cerebration, among others, and finally, in June, 
1953, at the American Medical Association Meeting in 
New York City, Dr. Frank Glenn and I demonstrated 


analgesia to the medical profession during the public 
television demonstration of the use of analgesia for 
mitral valvulotomy. The following data present the re- 
description and the precise definition of the analgesic 
stage of ether. 
METHOD 

One hundred thirty-five patients were included in the 
study. Operations on the mitral valve were performed 
on 110 of these patients, and intra-abdominal and extra- 
abdominal surgery was performed on 25. All patients 
were seen and reassured the night before surgery, but 
none of them were told that they would be conscious 
and questioned during the operative procedure. To 
avoid the possibility that part of the analgesia could 
be ascribed to the premedication, no opiate was used. 
Atropine was the sole premedicant used; it was admin- 
istered subcutaneously in doses of from 0.2 to 0.4 mg. 
one hour before induction of anesthesia. The patient 
was anesthetized in an induction room. Thiopental so- 
dium was given in intermittent injections, in multiples of 
25 mg., until the patient indicated that he was becoming 
sleepy (50 to a maximum of 100 mg.). A mask was 
then placed on the patient’s face, and nitrous oxide 
(80% ) and oxygen (20% ) was started in a semiclosed 
system using a 6 liter flow. The anesthesiologist kept in 
constant verbal contact with the patient to reassure him, 
and he gave positive suggestions to the patient concern- 
ing his subjective feelings. The ether was increased rap- 
idly, and nitrous oxide was removed from the system 
until the electroencephalographic pattern indicated a 
Courtin level 2.° The patient usually had just stopped 
swallowing at this point, and, by the Guedel classifica- 
tion, he had entered the surgical stage of anesthesia. 
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The mask was removed from the patient’s face, and 
the anesthesiologist overcame the slight resistance of the 
masseter muscles, which released quickly. A MacIntosh 
laryngoscope was introduced so that the larynx could be 
viewed. The pharynx, larynx, and, if possible, the tra- 
chea were sprayed thoroughly with 2% lidocaine (Xylo- 
caine) hydrochloride, and an endotracheal tube of the 
largest compatible size, lubricated with 5% lidocaine, 
was then introduced into the trachea. The vocal cords 
were well separated at this time, and the introduction 
of the endotracheal tube was performed with ease. Prior 
to the readministration of anesthesia, the rebreathing 
mixture was replaced with 100% oxygen. Anesthesia 
was administered via the endotracheal tube, and by 
means of hyperventilation, repeated emptyings of the 
rebreathing bag, and refilling with 100% oxygen, the 
patient was returned to the stage of consciousness. In 
most patients there was bucking on the endotracheal 
tube during this anesthetic washout, but it quickly sub- 
sided, and any hypoxic or hypercarboxic episodes were 
eliminated by assisted ventilation. When the patient 
responded to the spoken voice, it was sometimes neces- 
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Fig. 1.—Cerebration and sensory percept.on during stage 1 of analgesia. 


sary to add more ether to the breathing mixture, for 
frequently the patient entered a lighter plane than was 
desirable. Additional ether was added to obtain total 
analgesia. 

Throughout the ensuing surgical procedures, the pa- 
tients were questioned intermittently as to their percep- 
tion of pain, vision, and the ability to focus their eyes 
on command. The patient’s ability to hear was deter- 
mined by speaking to him in a low voice, and his ability 
to think was tested by means of simple commands and 
questions. Memory, both past and present, was investi- 
gated by quizzing him about important events in his life 
The ability to taste was determined by placing crystals 
of sweet and tart material on the tongue. To determine 
the presence or absence of amnesia, these patients were 
carefully interrogated throughout their hospital stay as 
to recollection of the operative period. To provide an 
objective criterion for the analgesic state, the electro- 
encephalogram was employed both as a control and as 
a definition of a specific pattern for analgesia. Fronto- 
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central electrodes were used, and recordings were taken 
with a Grass Electroencephalograph, Model III-D. Fifty 
of the patients studied had electroencephalographic con- 
trol, and 11 of them had control awake patterns. The 
level of ether in the venous blood was measured by the 
method of Ronzoni after periods in which we had deter- 
mined that a steady state existed.* All blood ether 
values were taken during plane 3 of stage 1. Electro- 
cardiographic recordings were made throughout these 
surgical procedures with the Cambridge operating room 
cardioscope and direct writing instrument. Blood pres- 
sures, pulse rates, and respiratory rates were recorded 
simultaneously. 
RESULTS 

Stage 1 of anesthesia was subdivided into three sep- 
arate planes. These subdivisions were determined by 
questioning the patient and from the subjective appre- 
ciation of pain. Plane 1 was of short duration and 
existed from the beginning of anesthesia until the pa- 
tient began to have some dulling of pain sensation (fig. 
1). We designated the first plane as one in which there 
was no analgesia and no amnesia. The patient responded 
to the spoken voice, could distinguish colors, and 
focus his eyes easily. There was no dulling of memory 
for recent or past events, and he was able to think to 
the extent of solving simple problems. Respirations 
were full, active, and controlled at will. Blood pressures, 
pulse rates, and respirations were stable. Plane 1 was 
of no value for surgical procedures. Partial analgesia 
begins as this plane ends. In plane 2, or the middle 
plane of stage 1, there was only partial pain relief. The 
patient moved on painful stimulation: he turned his 
head from side to side and indicated, on questioning, that 
pain was present. Postoperative questioning indicated 
that there was total amnesia for this middle plane. Special 
senses of sight, hearing, and the ability to cerebrate were 
all intact. Blood pressures and pulse rates were stable; 
respiratory rate and depth was increased. The patient was 
uncomfortable and difficult to control. 

Plane 2 merged gradually into plane 3 of stage 1 as 
the patient experienced total analgesia. He was com- 
pletely comfortable and so indicated when asked. Post- 
operative questioning indicated that there was total 
amnesia for this plane of stage 1, but, in its early phase, 
the special senses and the ability to respond to the 
spoken voice remained intact. The patient then began 
to have difficulty in focusing his eyes, and his color per- 
ception was dimmed. Memory for recent events dulled, 
but memory for past events was retained for a longer 
period of time. He gradually became confused in his 
response to questions and sometimes made mistakes. 
Unconsciousness then ensued. It was felt that this third 
plane of stage 1 was ideal for surgical procedures. It 
was evident that reflex activity was minimal, and, in 
spite of continual stimuli of many types, the patient was 
apparently protected from their effects. Blood pres- 
sures, pulse rates, and respiratory rates were within 
normal limits, and continuous recording electrocardio- 
grams showed no increase in cardiac irritability. Her- 
shey, Zweifach, and Rovenstine have accumulated evi- 
cence showing that deep anesthesia significantly 
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impaired myocardial function.* The analgesic stage 
appeared not to depress the myocardium, and no in- 
crease in cardiac irritability was observed. Recent 
studies of Boniface, Brown, and Kronen showed that, 


.with extremely light ether anesthesia, the heart con- 


tractile force was maximal and greater than with any 
other anesthetic agent studied.* This plane easily was 
maintained with the judicious use of ether, and the 
patient was kept at this plane of the analgesic stage 
for long periods. His responses to stress of all kinds, 
such as trauma and blood loss, appeared to be optimal. 

The second stage of anesthesia, which we know as 
the delirium or excitement phase, was seen frequently 
when anesthesia was first induced, but when surgical 
anesthesia had been once established (stage 3), reap- 
pearance of a delirium phase was never seen. These 
patients were returned to consciousness and then ren- 
dered unconscious again, and stage 2 was never seen. 


Analysis of Electroencephalographic Patterns 








Anesthesia 
Control Analgesia (Fauleoner 
(Awake) Stage 1, Plane 3 Level 3) 
"ae at i, i X ~~ - ie Rae 
Predomi- Predomi- Predomi- 
nant nant nant 
Fre- Fre- Volt- Fre- 
Voltage, quency, Voltage, quency, age, quency, 
Cases LV Cps MV Cps BV Cps 
1 40-60 8-12 30-40 16-20 evden en 
2 30-40 10-12 30-40 20-24 60-80 4 
ae ee 40-50 18-20 veens oe 
ae anne oe 30-40 20-22 60-80 3 
5 pipet énean 40-50 20-24 60-80 3 
6 20-30 10-12 30-50 22-24 ities oe 
7 30-50 10-12 40-50 22-24 50-90 3 
8 meme shane 30-40 22-24 50-100 3 
9 30-40 10-12 40-50 20-22 70-120 3 
10 30-40 10-12 30-40 20-22 100-150 3 
11 30-40 10-12 30-40 22-24 90-130 3 
12 30-50 10-12 30-40 20-22 60-100 3 
13 eecee eenes 30-50 20-22 60-120 3 
14 40-50 12-14 10-20 20-22 40-70 3 
15 20-30 14-18 20-30 18-22 90-120 8 
: « ‘gene one 20-30 24-26 90-120 3 
17 20-30 10-12 30-40 20-22 50-120 3 
Average 29-42 10-13 30-43 20-22 60-106 3 


The transition was made as often as desired. It was 
extremely interesting that in the presence of the topically 
anesthetized pharynx and larynx, vomiting was never 
produced in any of these transitions. A definite increase 
in salivary secretions in the oropharynx and larynx was 
noted, but these patients were remarkably free from 
increase in bronchial secretions. The fact that the vocal 
cords were separated widely on visualization and that 
placement of the endotracheal tube was accomplished 
with ease leads me to believe that the epinephrine dis- 
charge associated with the induction of anesthesia may 
be the explanation. Moderate surgical anesthesia ap- 
peared to cause more vagal overactivity and to produce 
a more irritable larynx. 

Analysis of electroencephalographic tracings indi- 
cated that a distinct pattern could be associated with 
analgesia. This pattern showed predominantly rhyth- 
mic, sinusoidal activity of 20 to 22 cps, with an ampli- 
tude of 30 to 40 pv (fig. 2). The pattern was distinctly 
different from that seen in the conscious patient and 
was also different from the pattern of activity of 3 
to 4 cps seen in patients during surgical anesthesia 


io 
nan 


ETHER ANALGESIA—ARTUSIO 


(see table). The level of ether in the venous blood 
showed correlation with electroencephalographic con- 
trol and indicated that the level of ether in the venous 
blood was, on an average, 15 mg. %, with a range of 
2 to 29 mg. %. Intrathoracic procedures on the heart 
were performed on the vast majority of these patients 
and intra-abdominal procedures on a smaller group. 
In two patients who underwent lower abdominal surgery 
for movable pelvic tumors, it was found that the peri- 
toneum could be opened and closed without difficulty, 
as long as no tension was placed on it. (The parietal 
peritoneum is the most sensitive abdominal tissue.) It 
was found in one instance that, when abdominal rigidity 
did occur, it was possible to tell the patient to relax, 
and relaxation occurred promptly. These cases were 
marked by freedom from intense intra-abdominal reflex 
activity. Four patients in whom general anesthesia was 
used had ligations of the carotid artery. I found that un- 
der ether analgesia these patients could be asked to per- 
form diadochokinetic movements on the contralateral 
side at the moment of ligation of the carotid artery. 
This enabled the surgeon to remove ligatures imme- 
diately, if necessary, without having to wait until the 
patient emerged from surgical anesthesia. 
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Fig. 2.—Electroencephalogram analgesia pattern in representative case. 


COMMENT 

From an analysis of the electroencephalographic con- 
trol, a hypothesis was made as to the nature of the effect 
of the anesthetic agent on the central nervous system. 
On the basis of Magoun’s studies on activating pathways 
in the brain stem, French and others determined the 
influence that anesthetic agents may have on this im- 
portant arousal mechanism.’ In experiments with 
monkeys, they found that this area was easily depressed 
by ether and barbiturates prior to the establishment of 
surgical anesthesia. In contrast, the lateral sensory 
pathways required larger concentrations of anesthetic 
agent for depression. In the ether analgesia produced 
in man, it follows that the lateral sensory pathways must 
remain unimpaired. Furthermore, it is unlikely that the 
brain stem-activating system is negatively influenced. 
Accordingly, in this stage of anesthesia, fast cortical 
activity is recorded, and, at most, the conscious state 
of the patient may be said to be only slightly deviated 
from the normal. The minimal presence or the absence 





7. Hershey, S. G.; Zweifach, B. W., and Rovenstine, E. A.: Effects of 
Depth of Anesthesia on Behavior of Peripheral Vascular Bed, Anesthesi- 
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9. Magoun, H. W.: Ascending Reticular Activating System in Brain 
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of deleterious reflex activity presented another interest- 
ing speculation. It was my contention that the autono- 
mic nervous system, during analgesia, is in delicate 
balance and without preponderance of sympathetic or 
vagal activity and that a balanced autonomic nervous 
system is related to cortical control. With the establish- 
ment of surgical anesthesia and its concomitant cerebral 
depression, one part of the autonomic nervous system be- 
comes preponderant over the other, and deleterious reflex 
activity results from this imbalance. I was surprised by 
the disappearance of delirium or stage 2 (described by 
Guedel) during the transition from analgesia to anes- 
thesia. Two possible reasons presented themselves: 
first, that no second stage of anesthesia existed on a 
dose-response basis, and, second, that the central 
neurons were so affected after the patient entered the 
stage of surgical anesthesia once, even for a very brief 
time, that stage 2 was never seen again. I suggested 
that stage 2 is related to fear of the first loss of con- 
sciousness and that stage 2 does not exist as a distinct 
entity. If it existed, each time the patient was returned 
from surgical anesthesia to analgesia, a delirium stage 
would be manifest. 


In the transition from unconsciousness to conscious- 
ness, vomiting was not seen. These patients had topical 
anesthesia to both the pharynx and larynx, and it is be- 
lieved that this is the key to the absence of vomiting 
in stage 2. Rather than continue with the idea that the 
vomiting center is first stimulated and then depressed 
during the induction of anesthesia and that the reverse 
is true on emergence from anesthesia, I propose to ex- 
plain vomiting primarily on the action of local pharyn- 
geal and laryngeal reflexes that react to irritant vapors, 
mucus, or foreign bodies and in turn stimulate the vom- 
iting center. On the basis of all these observations and 
hypotheses, plane 3 of stage 1 seems the most physio- 
logical state for surgical procedures. With the electro- 
encephalogram as an objective criterion, the peripheral 
muscle relaxants can be used in abdominal surgery. I 
agree with Little and Stephen on the advantages of so- 
called balanced anesthesia and feel that ether in anal- 
gesic doses would be a prime agent to use in balanced 
anesthesia.'® I believe that the use of the surgical stage 
of anesthesia will gradually become a thing of the past 
and am diverging widely from Harris’ feeling that deep 
anesthesia, to a point of depression of the areas of 
sensory coordination, exerts a protective action in pre- 
venting deleterious reflexes.'' The remarkable stability 
of the blood pressure and pulse rate, the full ventilation, 
the balance of the autonomic nervous system, and the 
uneventful postoperative course of these patients make 
me feel that the analgesic stage will be the narcosis of 
the future. 

SUMMARY 

Stage 1 of anesthesia was divided into three distinct 
planes that were determined by questioning the patient 
and estimating the amount of pain. A specific electro- 
encephalographic pattern was defined as a criterion for 
the analgesic state. Stage 1, plane 3, was found to be 
the most physiological level of anesthesia. Deleterious 
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reflex activity was not observed, and the stage of de- 
lirium was not seen after stage 1 of anesthesia was 
once established by the technique described. 


525 E. 68th St. (21). 


10. Little, D. M., Jr., and Stephen, C. R.: Modern Balanced Anesthesia: 
A Concept, Anesthesiology 15: 246-261, 1954. 

11. Harris, T. A. B.: The Mode of Action of Anaesthetics, Edinburgh, 
E. & S. Livingstone, Ltd., 1951. 
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A NEW TYPE OF PRESSURE DRESSING 
FOR HYPOSTATIC DERMATITIS 


Milton Reisch, M.D. 
and 


Frank C. Combes, M.D., New York 


Many types of dressings and numerous methods are 
recommended to exert uniform pressure over the legs in 
the treatment of hypostatic dermatitis and ulcer. Rubber 
and nylon elastic hose, elastic cotton reinforced with rub- 
ber, cotton bandages so woven as to exert a moderate 
degree of pressure, Elastoplast or Tensoplast bandages, 
and the well-known Unna paste boot are all popular. An 
objection to rubber or nylon elastic stockings is that they 
are not adjustable to daily variations in the contour of 
the inflamed and edematous leg. In applying bandages 
of an elastic type it is almost impossible to avoid creasing 
and grooving the skin. When this occurs the purpose for 
which the dressing is being applied is defeated, as ridging 
of the skin is a visible indication that equal and uniform 
pressure is not being applied. The Unna boot and other 
glycogelatin pastes must be worn continuously, so a pa- 
tient has the discomfort of “wearing his boot to bed.” 

Recently Gasner ' presented the case of a patient with 
a hypostatic ulcer that responded favorably to a “foam 
rubber boot.” The use of foam rubber for this type of 
pressure dressing offers many advantages when properly 
made and applied. Uniform pressure may be maintained 
over the entire leg from ankle to knee and superficial 
massage provided when walking. By means of a slide 
fastener the legging can be removed each night before 
the patient goes to bed and easily reapplied in the morn- 
ing. As the edema subsides the legging is shaped, by 
minor adjustment, to conform with the new configura- 
tion of the leg. An important feature of this removable 
legging is that various types of topical medication, grenz 
radiation or x-ray or ultraviolet light therapy may be used 
or solutions applied as wet compresses to desired areas. 
Patients are able to remain ambulatory and usually con- 
tinue at their occupations. We have noted another sig- 
nificant feature; in applying the conventional Unna boot 
or other compression dressing it is imperative, in order 
to avoid edema distal to the dressing, that the foot in 
whole or part be included in the dressing. Our dressing 
is referred to as a “legging,” since it does not extend 
further than the ankle. In no instance has there been any 





1. Gasner, W.: Hypostatic Ulcer: New Treatment with Foam Rubber 
Boot, presentation of patient before the Section on Dermatology and 
Syphilology, New York Academy of Medicine, Jan. 5, 1954. 
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edema of the foot or chafing of the ankle. It appears that 
the equal and uniform pressure achieved by this type of 
dressing enhances the efficiency of venous return to the 
degree of preventing this distal edema. The legging has 
been used successfully on several patients. 
METHOD 

To make a legging the following materials are neces- 
sary: foam rubber, /% in. thick; scissors; adhesive plaster, 
2 in. wide; a slide fastener (zipper) of the sweater or 
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Fig. 1.—Method of making foam rubber legging. 


jacket type, 12 to 14 in. in length, depending on the dis- 
tance from the ankle to just above the patient’s calf; and 
a tape measure. Before cutting the sheet of foam rubber, 
the following measurements must be taken: (1) the 
length of the leg from the upper edge of the internal mal- 
leolus to just below the knee; (2) the greatest circum- 
ference of the leg, usually at the midcalf; and (3) the 
circumference of the leg just above the malleoli. With 
these measurements, the foam rubber sheeting is cut as 
a trapezoid. The cloth portion of the fastener is sewn to 
2 in. adhesive tape, preferably by hand. If a sewing 
machine is used, considerable difficulty may be experi- 
enced by adhesive plugging the eye of the needle. Each 
side of the slide fastener is then attached to the foam 
rubber sheet by adhesive tape, which adheres firmly, so 
that the zipper operates to close the legging from the 
bottom up. The edges of the foam rubber are in apposi- 
tion; the zipper does not touch skin, and equal pressure 
is applied along the area of closure. It is essential that the 
edges of the foam rubber sheet be parallel and straight, 
otherwise the fastener will not operate satisfactorily. 

The zipper is most advantageously placed over the ex- 
ternal aspect of the leg. If placed over the tibia it would 
be uncomfortable; if placed mesially it would conflict 
with the other leg; if placed posteriorly the changes in 
size and shape of the calf in walking and other activities 
would cause some difficulty in fitting and in proper ap- 
proximation of the edges. 

It is necessary to fit the legging to the shape of the leg. 
To reduce the circumference at the top, a measurement 
of the affected leg is made at this level. A “V” is cut, the 
edges then brought together and fixed in place with a 
strip of adhesive (tape a). In order to fit the legging 
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about the ankle, the following adjustments must be 
made: After measuring the circumference of the leg at 
the ankle, just proximal to the malleoli, pieces of foam 
rubber are cut from the distal edge equidistant from 
opposite sides as illustrated. The lines AA’ nearer the 
zippered edges must be parallel to their respective proxi- 
mal zippered edges. Lines BB’ begin at a measured 
length and width; the latter at the distal edge of the leg- 
ging are of such width that, when subtracted from the 
total width of the edge, the result equals the new circum- 
ference of the ankle. The lines BB’ gradually curve to 
meet lines AA’ proximally. The free cut edges are joined 
by adhesive tape to fit the legging to the shape of the leg 
just above the ankle (tape b,c). These adjustments 
should be made as often as advisable, depending on 
progress made and the reduced size of the leg. 

The legging is now ready for use and should be care- 
fully applied, the slide fastener on the outer side of the 
leg. As it is closed there should be appreciable tension 
that is uniform throughout. As the dermatitis and/or 
edema subside, which should occur within a week, fur- 
ther adjustments are necessary. Another “V” may be 
required in the top of the legging, the acuteness of the 
angle of the “V” depending on the shape of the calf of 
the patient’s leg. If the patient is sensitive to rubber a 
patch test should be performed. .’oam rubber is a pure 
product, and the incidence of sensitivity is minimal. 
Other types of rubber sheeting are usually mixtures, and 





Fig. 2.—Foam rubber legging applied. 


the rate of sensitivity is greater. Dressings beneath the 
legging should be minimal, soft, and lie smoothly on the 
skin. In many cases none are needed. We usually cover 
the leg with Surgitube. Under this, soft muslin and me- 
dicaments may be applied. Gauze is too rough to be used. 
In treating patients with hypostatic ulceration, if more 
pressure is desired, another piece of foam rubber cut to 
conform to the shape of the ulcer may be added. 


104 E. 40th St. (16) (Dr. Combes). 
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BELT FOR BACK STRAIN 


A RESILIENT, SELF-ADJUSTING LOW BACK SUPPORT 
FOR MEN AND WOMEN 


Philip Lewin, M.D., Chicago 


During the past 35 years I have prescribed, from time 
to time, an ordinary polo belt for certain back disorders, 
chiefly sprains and strains at waist level. Ten years ago 
I modified the regular polo belt by having a 3 in. wide 
gusset of heavy elastic webbing inserted at each side of 
the belt. The cuts were made on the bias. This provides 
some resiliency without sacrifice of compression support. 
It also permits the belt to be worn at a lower level and 
thereby to support the lumbosacral and sacroiliac joints. 
The original belt selected should be one size smaller than 
the person’s waist measurement. 





Polo belt with elastic inserts for low back support. 


I have found the belt helpful in the following situations: 
lumbago, shoveling snow, playing golf, amateur garden- 
ing, and carrying the baby. It is useful for wear at night 
as well as during the day. It is not a substitute for a back 
brace or a reinforced corset or belt. 

In a large department store in New York City where 
I bought a polo belt, the woman behind the counter volun- 
teered the information that, in a group of 100 persons 
who purchased these belts, she had 99 calls because of 
backache and one for playing polo. She said that on in- 
clement and snowy days she had 20 calls a day, and that 
some of her customers were “lopsided” (i. e., had sciatic 
scoliosis ). 

55 E. Washington St. (2). 





Psychogenic Headache.—Despite recent research on the subject 
it is still not an uncommon practice to begin the differential 
diagnosis of the complaint of headache with three common con- 
cepts of headache, “organic,” “psychogenic,” and “malingered.” 
: . These concepts may be defined as follows: a headache 
with demonstrable pathology is “organic”; one without such 
findings is “psychogenic”; and one involving an element of per- 
sonal gain is “malingered.” Such an approach is superficial and 
fallacious, involving the possibility of serious errors in treatment, 
administration, and research. . . . Conditions which often in- 
volve the presenting complaint of headache and which have 
emotional factors of great significance in their cause must in- 
clude the following entities: conversion hysteria, anxiety neurosis 
and anxiety reactions, neurasthenia, organ neurosis; migraine 
and “tension headache,” hypochondriasis, depression, schizo- 
phrenia, malingering, combinations of the above, and headaches 
having a primary organic cause but complicated by one of the 
above. Capt. C. K. Hofling, USAF (MC), Differential Diagnosis 
of Psychogenic Headache, U. §. Armed Forces Medical Journal, 
August, 1954. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 

RALPH E. DE Forest, M.D., Secretary. 


DeVilbiss Continuous-Flow Nebulizer, No. 840 


The DeVilbiss Company, Atomizer Division, P. O. Box 552, 
Somerset, Pa. 


- % 


Cas The DeVilbiss Continuous- 


Flow Nebulizer, No. 840, is 

designed for the continuous, 

prolonged delivery of aerosols. 

The unit consists of a 500 cc. 

Pyrex jar, a Pyrex glass nebu- 

lizer unit, a rubber stopper with 

Ji one hole to support the nebu- 

= lizer, and rubber tubing. The 

weight of this assembly is 500 

gm. (1 Ib. 2 oz.). The package 

as shipped measures 15 by 19 

by 20 cm. (6 by 7% by 8 in.) and 

weighs 770 gm. (1 Ib. 11 0z.). The device is intended to nebu- 

lize about 500 cc. during a 24 hour period, so that refilling is 

not often necessary. It is assumed that a constant stream of 

oxygen or compressed air is supplied at a pressure of 340 to 
440 mm. Hg at a rate of 4% to 8% liters per minute. 


DeVilbiss Continuous-Flow 
Nebulizer, No. 840 


Monaghan Portable Respirator, Universal Model 
J. J. Monaghan Co., 500 Alcott St., Denver 4. 

The Monaghan Portable Respirator, Universal Model, is an 
electrically operated apparatus of the cuirass type, which con- 
sists of three major parts: the power unit, including motor and 
pump; the battery unit, for use in case of power failures; and 
the shell unit, essentially a set of six cuirasses of different sizes. 
The weights and dimensions of the three units, packed for ship- 
ment, are as follows: 











Metric English 
rc ‘ i x a 
Pe a . = rey a - <= 
a a 
=. ©. 5. & 7 & = = 
CEE! 8 =-8 2a o : — A Cr 
MO nO BO Bu ma 8S BS BA 
Power unit 42 85 34 28 161% 33% 138% €1% 
Battery unit 41 54 49 89.5 16% 21% 19% 87 
Shell unit 50 65 57 18 19% 2514 22% 40 
85.5 188% 





Monaghan Portable Respirator, Universal Model 


When the power unit is unpacked, it measures 39.4 by 84 by 


"26 cm. (15% by 33 by 10% in.) and weighs 23 kg. (51 Ib.). The 


unit operates on either 60 cycle alternating current at 115 
volts or direct current at 24 volts and requires 250 to 300 watts 
input. The battery unit supplies 24 volts. 
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Raytheon Microtherm, Model CMD-10 


Raytheon Manufacturing Company, Power Tube Division, 
Waltham 54, Mass. 


The Raytheon Microtherm, Model 
CMD-10, is a microwave diathermy gen- 
erator that operates at a wave length of 
12.2 cm. in the 2,400 to 2,500 megacycle 
band approved for medical use by the 
Federal Communications Commission 
and has the commission’s type approval 
D 559. It is identical electronically and 
therapeutically with Models CMD-4 and 
CMD-S. 


This model further resembles Model 
CMD-S in that it is also the console type, 
mounted on casters. It measures 102 
(height) by 63 by 41 cm. (40 by 24% by 
16% in.) and weighs 56.5 kg. (124 Ib.). 
Raytheon Microtherm, It requires 50 or 60 cycle alternating cur- 

Model CMD-10 rent at 106 to 126 volts and draws a 

maximum of 370 watts. Packed for ship- 
ment it measures 113 by 70 by 46 cm. (44% by 27% by 18 in.) 
and weighs 70.5 kg. (155 Ib.). The shipping weight includes one 
of each type of director (A, B, and C). 





Duke University Inhaler 
Ayerst Laboratories, Incorporated, 22 E. 40th St., New York 16. 


The Duke University Inhaler is a small device weighing about 
450 gm. (16 oz.). It is intended for the administration of tri- 
chloroethylene under the super- 
vision of a physician. This liquid 
(boiling point 87 C) is poured 
into a hole at one end of the 
cylindrical body of the device 
and is absorbed by the material 
that lines the wall of the cylin- 
der. A rubber face mask con- 
nects with the cylinder. Some 
obstetric patients can be carried 
through delivery with analgesia 
self-administered in this way, 
but it is understood that the 
patient must not be left un- 
attended during such self-ad- 
ministration. Packed for ship- 
ment the entire apparatus, including the cylindrical inhaler, face 
mask, and fastening strap, measures 9 by 15 by 14 cm. (3% by 
6 by 5% in.) and weighs 570 gm. (1% Ib.). 





Duke University Inhaler 


Medcraft Model D Electroencephalograph 


Medcraft Electronic Corporation, 426 Great East Neck Rd., 
Babylon, N. Y. 


The Medcraft Model D Electro- 
encephalograph is an apparatus for 
making graphic records of the ac- 
tion potentials of the human cere- 
brum through the intact skull and 
skin. It is shaped roughly like a 
writing desk, is mounted on casters 
for mobility, and houses the entire 
amplifying and recording appara- 
tus for eight electrode-pairs or 
channels. The tracings are made by 
styluses writing with ink on a con- 
tinuous paper strip. The amplifying 
system depends on 10 vacuum 
tubes. The apparatus requires 60 
cycle alternating current at 115 
volts and draws 85 watts. Unpacked, the apparatus measures 116 
(height) by 116 (length) by 60 cm. (45% by 45% by 23% in.) 
and weighs 227 kg. (500 Ib.). Crated for shipment, it measures 
122 by 122 by 61 cm. (48 by 48 by 24 in.) and weighs 365 kg. 
(800 Ib.). 


Medcraft Model D 
Electroencephalograph 
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Burton Ultraviolet Black Light, Model 1953 
Burton Manufacturing Company, 11201 W. Pico Blvd., Los 
Angeles 64, Calif. 

The Burton Ultraviolet Black 
Light, Model 1953 (Wood's 
Light), is intended for diagnostic 
use, such as the examination of 
the scalp for tinea capitis. It 
generates a radiation with maxi- 
mum intensity at about 361 mu. 
This lamp requires a source of 
60 cycle alternating current at 
110 to 120 volts, draws 100 to 
125 watts, and is described as a 
high pressure hot mercury arc porton Ultraviolet Black Light, 
lamp. Model 1953 (Wood's Light) 





REPORT OF THE COUNCIL 


The Council has authorized publication of the following 
article. 


RALPH E. De Forest, M.D., Secretary. 


ULTRASONIC THERAPY APPARATUS AND THE 
FEDERAL COMMUNICATIONS COMMISSION 


Ultrasonic apparatus being provided for therapeutic purposes 
in the United States today usually contains as one of its com- 
ponent parts a generator of oscillating currents of either 800 
or 1,000 kilocycles per second. These currents in turn are im- 
pressed upon a piezo-electric crystal that generates the ultra- 
sonic waves. The electromagnetic energy generated by these 
oscillators can well become a potential hazard by interfering 
with standard radio broadcast bands and other forms of radio 
communication. Accordingly, such equipment comes within the 
purview of the Federal Communications Commission. In order 
to minimize the probability of interference, the rules covering 
such equipment require, among other things, that radiation of 
radio frequency energy and the radio frequency voltage fed 
back into the power supply lines be limited and that the equip- 
ment be recertified every three years as to its compliance with 
these requirements. In view of the growing use of ultrasonic 
equipment, the FCC, in May, 1954, issued a Notice of Proposed 
Rule Making, which would establish more detailed technical re- 
quirements and provide a type approval system for ultrasonic 
therapy apparatus similar to that used for short-wave diathermy 
equipment. 

At the present time, ultrasonic generators used by the medi- 
cal profession have been employed primarily in laboratory and 
clinical investigations to determine the safety and efficacy of 
ultrasonic therapy; however, it is anticipated that they will be 
used in medicine more generally in the not too distant future. 
The Council favors the establishment of a type approval system 
for such devices by the Federal Communications Commission 
before a great number of physicians acquire these devices. 
Establishment of such a system will preclude the necessity of 
periodic recertification of these instruments. In the meantime, 
the general medical profession is urged to be certain before 
acquiring ultrasonic therapy apparatus that adequate filtering 
of the power supply line and shielding of the device have been 
provided and that the equipment is properly certificated as to 
compliance with the present rules, or to wait until FCC type- 
approved apparatus is available. 





The Patient Must Not Be Neglected.—A physician is free to 
choose whom he will serve. He should, however, respond to any 
request for his assistance in an emergency or whenever temper- 
ate public opinion expects the service. Once having undertaken a 
case, the physician should not neglect the patient, nor should he 
withdraw from the case without giving notice to the patient, his 
relatives or his responsible friends sufficiently long in advance 
of his withdrawal to allow them to secure another medical 
attendant.—Principles of Medical Ethics of the American 
Medical Association, chapter 2, section 4, June, 1954. 
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INFLUENZA 
GUEST EDITORIAL 
Dorland J. Davis, M.D., Bethesda, Md. 


Two decades ago British and American investigators 
demonstrated that epidemic influenza is a specific in- 
fection of man caused by a filterable virus. This demon- 
stration clarified the problem and laid sound ground- 
work for promising advances in its control. Formerly 
influenza was frequently a serious threat to life. Re- 
cently, it has presented its chief challenge as a major 
factor in morbidity due to acute respiratory disease, 
with resulting lost work time and disruption of com- 
munity activities. Influenza can now be singled out 
etiologically from the complex of respiratory infections 
by virus isolation and serologic procedures. Before the 
development of these diagnostic aids, its epidemiolog- 
ical features characterized it -better than clinical signs 
and symptoms. 

Three immunologically distinct types of influenza 
virus, A, B, and C, have been identified and their epi- 
demiological significance evaluated. Influenza C virus 
is associated with mild, sporadic respiratory illness, 
and influenza B virus causes localized outbreaks that 
reached epidemic proportion in the winters of 1940, 
1945-1946, and 1952. Influenza A virus carries the 
greatest threat as the cause of widespread epidemics, 
and it may have been the inciting agent in the great 
pandemics of 1918-1919 and 1920. 

An index of the incidence of influenza may be ob- 
tained by measuring excess deaths due to influenza and 
pneumonia based on a weekly norm. These data, to- 
gether with strain identification studies largely sup- 
ported in the United States by the Commission on In- 
fluenza, Armed Forces Epidemiological Board, and 
encouraged by the World Health Organization Influ- 
enza Study Program, have clarified the pattern of the 
occurrence of epidemics in North America and Europe. 
It is now evident that epidemic influenza A appears in 
the United States every two or three years and that there 
is a progressive change in the antigenic composition of 
the strains of virus causing outbreaks, although the 
strains recovered in any one year are remarkably uni- 
form. In the epidemic of 1947 there occurred a major 
change in antigenic composition when the first of the 
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so-called A’ strains was recognized. Since that time, 
in the epidemic of 1951, which was most intense in the 
northeastern United States, and in 1953, when the Mid- 
west and the South suffered the highest incidence, the 
antigenic composition of recovered strains has con- 
tinued to change perceptibly. During the winter of 1953- 
1954, in spite of close surveillance, outbreaks of influ- 
enza A were not recognized in the United States or 
Western Europe. 

The . influenza program sponsored by the World 
Health Organization encourages rapid dissemination of 
information concerning epidemics all over the world. 
It also facilitates international exchange of strains of 
recovered virus for comparison with local isolates of 
the same or previous epidemics. For instance, a strain 
recovered in Johannesburg, South Africa, during a mild 
outbreak last June has already been studied at the 
World Influenza Center in London, England, and in 
laboratories in the United States and found to be similar 
to strains isolated here in 1952-1953. Outbreaks also 
occurred in Australia in May and June, 1954, owing to 
a similar strain of influenza A virus, and reports from 
the Philippines indicate an outbreak there in August 
also caused by influenza A virus. It has been observed 
that epidemics in the southern hemisphere in June-August 
have sometimes been followed by a like occurrence in 
parts of the northern hemisphere during the winter. If the 
pattern of a two to three year cycle is maintained, influ- 
enza A outbreaks may occur in some sections of the 
U. S. this winter or the following winter. 

In the 1951 and 1953 epidemics, as in other recent epi- 
demics both in the United States and abroad, the mor- 
tality rates for influenza and pneumonia were elevated, 
but not as greatly as in the epidemics of 20 to 30 years 
ago, and deaths were confined chiefly to the older age 
groups. Improved clinical management of complica- 
tions and concurrent disease states must be given part 
of the credit for this improvement, but other factors 
affecting the virulence of the virus may also have played 
a role. Whether future outbreaks maintain the declining 
fatality rate is unpredictable, but certainly the means 
for observing and assessing the behavior of the disease 
have been greatly augmented by recent research. 

In addition to improved clinical management of the 
disease, vaccine prophylaxis in suitable population 
groups shows promise of being an important procedure 
in reducing the toll. Investigations in the last 15 years 
have shown that measurable but not complete protec- 
tion is obtained provided the vaccine contains strains 
of virus having an antigenic composition similar to the 
currently prevalent strains and is administered one to 
three months before the onset of the epidemic. Vaccines 
commercially available contain a number of type A 
strains, including recently isolated ones, and one strain 
of type B. The armed forces this fal! have vaccinated all 
enlisted and commissioned personnel on the recem- 
mendation of the Armed Forces Epidemiological Board 
and on the premise that to be effective it must be done 
before the onset of an outbreak. Such a policy is well 
justified for military populations because of the high 
attack rates frequently encountered, especially among 
recruits in military installations; the opportunity to vac- 
cinate every person; and the necessity to maintain mil- 
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itary training schedules and maximum preparedness. 
In civilian populations these reasons are not so valid, 
although in certain selected groups they would obtain 
in a modified way. The fact that limited protection can 
be given against only one of the complex of acute re- 
spiratory infections, influenza, reduces its importance 
so that the effect in a general population may not be 
clear unless the epidemic has a high attack rate. In the 
older age group, which invariably shows an increased 
age specific death rate during an influenza epidemic, 
and in selected populations such as students or nurses 
the prophylactic effects may be much more evident and 
have measurable beneficial results. 


WHY IS THE DEATH RATE DECREASING 
FASTER FOR WOMEN THAN 
FOR MEN? 


Birth and death rates for males have always been 
higher than those for females. This indicates a basic 
biological difference, but unless the inhabitants of the 
United States have changed biologically the difference 
in death rates for men and women should remain fairly 
constant. This has not been the case.’ The death rate for 
white men between 45 and 54 years of age in 1920, for 
example, was 10% higher than that for women in the 
same age group (1,200 deaths per 100,000 population 
in men and 1,090 in women), but in 1950 it was 78% 
higher (980 for men and 550 for women). Several fac- 
tors may contribute to this trend. The death rate for men 
in this age group between the periods 1921 to 1926 and 
1942 to 1947 for cardiovascular renal diseases increased 
35% and in women it decreased 27%. A similar trend 
was noted regarding deaths from peptic ulcer. These dis- 
eases are commonly associated with excessive nervous 
tension. The death rate from lung cancer (always greater 
in men than in women), although representing only a 
small fraction of the total death rate, has increased much 
faster for men than for women in the last quarter century. 

The proportion of women employed outside the home 
has steadily increased. This fact would not support a 
contention that occupation might account for the differ- 
ence in death rates, but, on the other hand, a difference 
in the attitude of women toward their employment as 
compared to that of men may be a factor. A tencency for 
women to escape the consequences of worry by being 
more vocal or more tearful than men may be a factor. An- 
other factor may be a change in the conditions of em- 
ployment for men. More and more men are doing jobs 
by machinery that formerly required great muscular ef- 
fort. This increase in more or less sedentary work may 
adversely affect the body economy. The relatively higher 
death rates from venereal disease, alcoholism, homicide, 
and accidents in men may be due to their greater aggres- 
siveness and lack of caution. It is further suggested that 
women visit their physician earlier in the course of an ill- 
ness and follow his instructions better than men. Better 
obstetric care in recent years has also reduced the death 
rate among women. The time has come to recognize the 
need for greater efforts in discovering the reasons for 
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this sex difference in mortality and to take steps to pre- 
vent the needless curtailing of the lives of men in their 
most productive years. 


POSTGRADUATE EDUCATION AND 
TELEVISION 


From the earliest days of medicine physicians have 
been constantly faced with the problem of keeping up- 
to-date and putting into practice new developments in 
diagnosis and therapy. Much of this need has been met 
by reading medical books and journals, as well as by 
informal discussions with medical colleagues during 
consultations or in the cloakrooms of hospitals. Medical 
society meetings and hospital staff meetings are additional 
sources of information on advances in medicine. 

Over and above these methods of obtaining up-to- 
date knowledge, physicians are seeking more formalized 
methods of study in the form of postgraduate medical 
education. The increasing demand for refresher and 
other special short courses reflects a desire on the part 
of practicing physicians to receive well-organized, sys- 
tematic presentation of new medical knowledge as well 
as review of basic principles and techniques. The over- 
whelming majority of such courses are being offered 
within the walls of medical schools and postgraduate 
schools that are within easy access of physicians prac- 
ticing in the cities and are attended by many physicians 
from outlying areas. However, physicians in both urban 
and rural areas find it difficult to absent themselves from 
their practices to attend postgraduate courses without 
curtailing the effective medical care they render to their 
communities, to say nothing of the economic losses they 
may incur through loss of practice and the expenses of 
travel and maintenance while away. In some rural areas 
this problem is being solved to some degree by visiting 
teaching teams from medical schools in the form of 
“circuit” courses or regional hospital affiliation pro- 
grams; however, this puts an additional strain on the 
already limited teaching resources of undergraduate med- 
ical schools, since the burden of travel is simply shifted 
from the many students to the relatively fewer teachers. 

It is only natural, therefore, to see various groups con- 
cerned with this problem seeking ways and means of 
bridging the gap between the centers of medical research 
and the myriad foci of medical practice. Although tele- 
phone, recordings, and radio have all been used to some 
degree to bring this about, it was not until the zenith 
of the communication art—television—appeared on the 
scene that real hope for a solution to this problem arose. 
Here at last was a medium through which medical cen- 
ters could extend the walls of their laboratories, lecture 
halls, hospital wards, and clinics to encompass virtually 
all of the physicians in the country. Most of the early 
experimental postgraduate television programs have been 
of the closed-circuit type, which still required physicians 
to assemble in large cities to view the telecasts, but a 
new era in postgraduate medical education began last 
year when the University of Utah School of Medicine for 
the first time telecast a series of open-circuit medical 
programs directly to physicians in their own homes. 





1. Sowder, W. T.: Why Is the Sex Difference in Mortality Increasing? 
Pub. Health Rep. 69: 861-864 (Sept.) 1954. 
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Interest in this medium has mounted rapidly in the 
past year among medical schools, medical societies, 
voluntary health agencies, and pharmaceutical firms. 
Although most observers seem to feel that its future effect 
on postgraduate medical education is potentially great, 
the highway of postgraduate medical education is studded 
with the gravestones of programs that have died prema- 
turely because they were in many instances not built on 
sound educational principles. It would be unfortunate 
indeed if television were to be one of these. In the haste 
to get on the bandwagon in this field it may be that some 
groups may develop unsuccessful programs. If such fail- 
ures are frequent television might well be branded as an 
example of “gadgetry,” with the result that its really 
effective use in postgraduate medical education may be 
delayed for many years. 

To explore this matter more thoroughly the Council 
on Medical Education and Hospitals of the American 
Medical Association is preparing a full-day conference 
on the “Potential Use of Television in Postgraduate Med- 
ical Education,” to be held at the Palmer House in Chi- 
cago, February 5, 1955. Representatives of all medical 
schools and societies and any other interested groups 
and individuals are being invited to attend the meeting, 
at which considerable time will be devoted to discussion 
of questions from the audience. The morning will be 
devoted to purely educational considerations of the topic, 
which will be presented by general as well as by medical 
educators. It is expected that this session will bring out 
both the limitations and the potential values of television 
by objective treatment of each subject discussed. In the 
afternoon technical and financial aspects of the subject 
will be presented, with liberal demonstrations of actual 
television production and reception equipment. 

It is inconceivable that television will ever become the 
sole method of postgraduate medical education or of edu- 
cation in general. Learning by individual participation 
will probably always play a dominant role in this field, 
but, insofar as didactic teaching methods have a legitimate 
place in postgraduate medical education, the use of de- 
vices to effect such teaching with a minimum loss of time 
and income from practice is in the interests of better 
medical care. Television is such a device and so deserves 
the serious consideration of medical educators and the 
leaders of medical thought. It is hoped that the February 5 
meeting will give these persons an opportunity to ana- 
lyze critically this potentially strong force for continuing 
the education of practicing physicians. 


EFFECT OF AN INDWELLING CATHETER 


A variety of micro-organisms may be found in the 
normal male urethra, and, although many are potential 
pathogens, in the absence of urethritis they are probably 
saprophytic. These include Corynebacterium diphtheriae, 
Streptobacillus urethrae, Escherichia coli, Streptococcus 
hemolyticus, Str. faecalis, diphtheroids, Micrococcus 
(Staphylococcus) pyogenes var. albus, M. pyogenes var. 
aureus, M. citreus, and other micrococci. If an indwelling 
catheter is retained urethritis and cystitis almost always re- 
sult despite prophylaxis with chemotherapeutic agents. 
These are less severe, however, if a latex rubber catheter 
is used. Shackman and Messent' aerobically cultured 
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urethral swabbings and urine from the bladder of 62 pa- 
tients (including controls) in order to determine whether 
the retention of an indwelling catheter would cause a 
change in the normal flora and whether there was any re- 
lation between the flora of the urethra and that of the 
bladder in patients retaining such a catheter. Recent in- 
strumentation or catheterization did not affect the nature 
of the flora in urological patients used as controls who 
did not use an indwelling catheter. 

The patients who used indwelling catheters were di- 
vided into a group studied before and a group studied 
after prostatectomy. The urethral smears from both 
groups showed no hemolytic streptococci and a predom- 
inance of M. pyogenes var. albus. The principal difference 
was that after prostatectomy Esch. coli became as com- 
mon as M. pyogenes var. albus. The catheterized urine 
from both groups showed a predominance of Esch. coli, 
but before prostatectomy Str. faecalis was a close second 
and after prostatectomy Proteus organisms were almost 
as prevalent as the Esch. coli. The presence or absence 
of an organism in the bladder before the introduction of 
an indwelling catheter did not affect the nature of the 
flora developing after prolonged retention of the catheter. 
Little relationship was found between the coincidental 
flora of the urethra and bladder of patients with indwell- 
ing catheters before prostatectomy; after operation there 
was a closer relationship but not complete agreement. 

The use of self-retaining catheters must still be re- 
garded as a necessary evil, because despite all precautions 
their use is attended by changes in the bacterial flora of the 
urethra and bladder unfavorable to the host. With long- 
term use of an indwelling catheter, the prevention of cal- 
cium deposit is a factor to be considered, although acidifi- 
cation of the urine together with more frequent change of 
catheter can usually prevent this complication. The pre- 
vention of urethritis and cystitis in patients who must use 
such catheters must await a less irritating catheter ma- 
terial or a more effective chemoprophylactic agent. 


MEDICINE AND THE LAW 


In this issue of THE JOURNAL, page 79, a new column 
entitled “Medicine and the Law” is being introduced. The 
material that will appear in this column is based on in- 
formation in the office of the A. M. A.’s Law Department. 
This department, which is newly created, embraces the 
work formerly performed by the Bureau of Legal Medi- 
cine and Legislation and includes administrative offices 
for a number of special committees, such as the Judicial 
Council, the Committee on Medico-Legal Problems, and 
the Committee on Legislation. No effort will be made to 
answer specific inquiries or to give legal advice in this 
section. Current decisions of interest to the profession 
will be reported and discussed. In addition, original arti- 
cles prepared by the Law Department will be published 
in this section from time to time. Among such articles 
scheduled for early appearance will be a series explaining 
the sections of the new Internal Revenue Code affecting 
ohysicians and a discussion of the legal aspects of artificial 
insemination. 





1. Shackman, R., and Messent, D.: The Effect of an Indwelling Catheter 
on the Bacteriology of the Male Urethra and Bladder, Brit. M. J. 2:1009- 
1012 (Oct. 30) 1954. 
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NEW CLOSED CIRCUIT TELEVISION SHOW ON FEB. 9 


A special closed circuit television program to bring new ad- 
vances in medicine to physicians quickly will be presented coast 
to coast on Feb. 9 by the American Medical Association. The 
telecast is expected to be viewed by nearly 18,000 physicians in 
at least 30 cities. Projected as the “Medical Journal of the Air,” 
the new program will demonstrate advances in medicine and 
help bridge the gap between the time a scientific paper is pre- 
sented at a medical meeting and the time it comes to the attention 
of the practicing physician through normal publication channels. 

The program, presented by the A. M. A. in cooperation with 
Smith, Kline & French Laboratories, a Philadelphia pharma- 
ceutical house, will be shown at 9 p. m. (EST) Wednesday, 
Feb. 9. It will be transmitted over the “Telesession” facilities 
of the Theater Network Television, Inc., New York. The local 
county medical society will act as host in each city where the 
telecast is scheduled for showing in hotel auditoriums. The pro- 
gram will concern heart disease. 

Francis Boyer, president of Smith, Kline & French, said, “our 
long experience with color television for doctors alone, and with 
the ‘March of Medicine’ for the general audience has convinced 
us that there is still a need for a more intensive use of the tele- 
vision medium at the professional level. We are gratified to have 
the cooperation of the American Heart Association for its help 
in this particular program concerning heart disease as we under- 
take to pioneer this new service to the doctors of America. We 
feel that SKF can make a real contribution to the cause of 
medical care by setting a pattern and a precedent for this type 
of television program.” 

The following cities are scheduled to receive the program: 
Boston; New York; Brooklyn, N. Y.; Detroit; Cincinnati; 
Chicago; Baltimore; Cleveland; Philadelphia; Pittsburgh; Wash- 
ington, D. C.; Indianapolis; Louisville, Ky.; Albany, N. Y.; 
Buffalo; St. Louis; Milwaukee; Los Angeles; San Francisco; 
Houston, Texas; New Orleans; Atlanta, Ga.; Dallas, Texas; 
Denver; Kansas City; Memphis, Tenn.; Minneapolis-St. Paul; 
Newark, N. J.; Portland, Ore.; Rochester, N. Y.; and Seattle. 


BOOKLETS ON COMMUNITY HEALTH PLANNING 


The Council on Medical Service has prepared two attractive 
new pamphlets dealing with health leadership and community 
health planning: one, “The Key to Community Health” describes 
community health councils and offers how-to-do-it information 
on organizing and operating them, with helpful hints for 
mobilizing community leaders to action, and the other, “Main 
Line Route,” designed primarily for woman’s auxiliaries, out- 
lines 10 suggested public service projects, such as emergency 
call plans, promotion of voluntary health insurance, and 
maternal and child care programs. Both booklets may be ob- 
tained by writing directly to the Council. 


“MARCH OF MEDICINE” AWARD 


The American Medical Association and Smith, Kline & 
French pharmaceutical laboratories, Philadelphia, have been 
honored by the National Association for Mental Health for 
their “outstanding contribution to public understanding of the 
problem of mental illness.” The tribute to a March of Medicine 
telecast, “Search for Sanity,” was presented Dec. 7 in Phila- 
delphia at the annual luncheon of the Southeastern Pennsylvania 
Association for Mental Health. Mrs. Felix duPont, board 
member of the mental health group, gave the award to Dr. Leo 
H. Bartemeier, Chairman of the A. M. A. Council on Mental 
Health, and Mr. Francis Boyer, president, SKF Laboratories. 
The telecast, presented by the A. M. A. and SKF on Oct. 31 
over the NBC television network, took the public on a tour of 
one of the country’s largest mental hospitals, Hudson River 
State Hospital in Poughkeepsie, N. Y. It reported on care and 
treatment of patients and on current research in mental illness. 


A.M.A. RECEIVES CITATION FOR 
EDUCATIONAL TELEVISION 

A citation for pioneering in helping to bring educational 
television to the American public was presented to the Ameri- 
can Medical Association at its clinical session in Miami, Fla., 
Dec. 1. James Keller, chairman, Miami Citizens Committee for 
Educational Television, presented the citation in behalf of the 
National Citizens Committee for Educational Television, and 
Dr. Walter B. Martin, A. M.A. President, accepted it before 
a meeting of the House of Delegates. The citation honored 
the A.M.A. “for pioneering vision and outstanding public 
service in helping to bring to the American community the 
advantages of educational television.” 

In accepting the award, Dr. Martin said: “We have long 
recognized the value of television in the fizld of postgraduate 
medical education and health education. I know that this cita- 
tion will further stimulate our efforts in this field of endeavor.” 


TELEVISION AND POSTGRADUATE 
MEDICAL EDUCATION 


The A. M. A. Council on Medical Education and Hospitals 
will present a program, “Potential Use of Television in Post- 
graduate Medical Education,” Feb. 5, 1955, in the ballroom of 
the Palmer House, Chicago, immediately before the annual 
Congress on Medical Education and Licensure. Dr. John W. 
Cline, San Francisco, Council member and past president of 
the A. M. A., will deliver the keynote address at 9 a. m. Dr. 
Douglas D. Vollan, Chicago, assistant secretary of the Council, 
will serve as moderator for a workshop conference, which in 
the morning will discuss the educational validity of television in 
postgraduate medical education and in the afternoon the tech- 
nical considerations and financing. Panel discussion will follow 
each session. The following will be presented in the morning: 
What Has Television Done for General Education? Garnet 
Garrison, Ph.D., Ann Arbor, Mich.; Medical Television to Date, 
Mr. Ralph Creer, Chicago; Television at Medizal Society Meet- 
ings, Mr. Fred Roll, Philadelphia; A Closed Circuit Postgraduate 
Program, Dr. Arthur I. Holleb, New York; An Open Circuit 
Postgraduate Program, Dr. Robert S. Warner, New York; The 
Medical School as a Focus of Postgraduate Television, Dr. David 
Ruhe, Kansas City, Kan.; and Future Prospects: Controlled 
Open-Circuit Television, Dr. Frank Warren, New York. 

The following presentations are s:heduled for the afternoon 
meeting: Color vs. Black and White Productions, demonstrations 
and discussion, Dr. David Ruhe, Kansas City, Kan.; Kinescopes 
vs. Live Presentations, demonstrations and discussion, Messrs. 
J. Edwin Foster and Ralph Creer, Chicago, and others to be 
decided; and Closed vs. Open Circuit Productions, demonstra- 
tions and discussion, Drs. Frank Warren and Robert S. Warner, 
New York, and others to be decided. 


SCIENTIFIC EXHIBIT, ATLANTIC CITY MEETING 

Applications for space in the Scientific Exhibit at the Atlantic 
City Meeting will close Jan. 10, 1955, after which time appli- 
cations will be placed on the waiting list to be considered if 
space becomes available. Exhibits may either depict the results 
of experimental investigation or be teaching exhibits, correlating 
known facts about a given subject. Gold, silver, and bronze 
medals will be awarded to the best exhibits in each group. In 
addition, certificates of merit and honorable mention are given 
for the best exhibits in each section. Prospective applicants for 
space should send in their applications at as early a date as 
possible, certainly before Jan. 10. Application blanks may be 
obtained from the Secretary, Council on Scientific Assembly, 
American Medical Association, 535 N. Dearborn St., Chicago 
10, Il. 
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Above: Opening day of the Miami Clini- 
cal Meeting brought an early crowd of 
registrants. 





Right: The House of Delegates meeting 
in the Hotel McAllister during the 
Clinical Session. 





Reference committees begin their delib- 
erations after adjournment of the House 
of Delegates. One of the 10 meeting 
Tuesday was the Reference Committee 
on Medical Education and Hospitals. 
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Daniel Mich (left) editorial director of LOOK, shown here with A. M.A. Presi- 
dent Walter B. Martin, was one of the speakers at the seventh Medical Public 


Relations Conference on Sunday. 
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Dr. and Mrs. Karl B. Pace, Greenville, N. C., after he received 
the General Practitioner of the Year award. 


Left: American Legion National Commander Seaborn 
P. Collins was welcomed to the Clinical Meeting by 
Dr. Elmer Hess, A. M. A. President-Elect. Collins 
called on the A. M. A. to participate in a joint Legion- 
A. M. A, study of veterans’ hospitalization. Dr. Howard 
M. Snyder, President Eisenhower’s physician, at left. 





Mrs. Oveta Culp Hobby, Secretary of Health, Educa- 
tion, and Welfare, appeared before the House of 
Delegates to ask the support of organized medicine 
for the Eisenhower administration health reinsurance 


proposal. 


The National Citizens Committee for Educational Television presented a 
citation to the A. M. A. for its role in promoting the extension of educational 
television. James Keller, chairman of the Miami Committee, made the pres- 
entation on behalf of the national group to A. M. A. President Martin. 
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the A. M. A. Board of Trustees. 











offer a “postgraduate” course for physicians attending the Clinical Meeting. 


Enjoying an informal discussion are (left to right) Drs. Ernest E. Irons, A. M. A. past president; 
Howard M. Snyder, President Eisenhower’s physician; Silas B. Hays, Army delegate; A. M. A. 
Trustee F. J. L. Blasingame; B. W. Hogan, Navy delegate; and Dwight H. Murray, Chairman of 
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Above (ieft): Florida Governor-Elect LeRoy 
Collins (left) was welcomed to the general as- 
sembly of the Scientific Program (Monday) by 
Dr. Ducan T. McEwan, President of the Florida 
Medical Association (center), and Dr. Henry R. 
Viets, Chairman of the Council on Scientific 
Assembly. 


Above (right): Edwin J. Faulkner, president of 
the Woodmen Accident and Life Insurance 
Company of Lincoin, Neb. before the House of 
Delegates expressing his critical views of the 
reinsurance system in the field of health. 


clinical 


meeting 





View at Dinner Key Auditorium showing the maze of exhibits on the main floor, which 
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Above: Miss Ruth Ryder, of the National Foundation for Infantile 
Paralysis, discusses the nationwide trial test of the Salk vaccine for polio- 
myelitis with Dr. Lesesne Smith, Spartanburg, 8. C. In the background is 
Thomas Hull, Ph.D., Director of the Bureau of Exhibits. 


Above right: Dr. B. M. Gasul, Chicago, found an intent audience for his 
comments on angiocardiography in normal and abnormal hearts at his 
exhibit in the Dinner Key Auditorium. 
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This exhibit features tape-recorded heart sounds that visitors hear 
through earphones. 





Above: Physicians may participate in 
the operation of this “push-button” 
exhibit. Here Dr. Alexander Lebow, 
Miami Beach, tests the control board. 


Right: Dr. Morris E. Goldman (left) 
Lewiston, Maine, and Dr. Theodore 
Norley, West Palm Beach, presented 
this demonstration of setting a simu- 
lated fracture of the wrist joint in 
the Scientific Exhibit in Dinner Key 
Auditorium. 
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PROCEEDINGS OF THE MIAMI CLINICAL MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN MIAMI, FLA., NOV. 29-DEC. 2, 1954 


(Continued from page 1612) 


Adoption of Amendment to Constitution 

The Vice Speaker announced that question had arisen as to 
whether or not the Constitution had been properly amended by 
the action of the House of Delegates in adopting the first section 
of the report of the Council on Constitution and Bylaws directly 
without referral to a reference committee, even though the pro- 
posed amendment had been held over from the annual meeting 
in June. On motion, duly seconded, and carried, the rules were 
suspended, and the House of Delegates adopted the amendment 
to Article IX, Section 3, of the Constitution. 


Report of Ad Hoc Committee on Internships 


Dr. George S. Klump, Chairman, read the following report, 
which was referred to the Reference Commiitee on Medical 
Education and Hospitals: 


CONFERENCES JUNE-NOVEMBER, 1954 


Since the two progress reports approved by the House at 
the June, 1954, Annual Meeting, the Committee has continued 
study of current material and consulted with several individuals 
and representatives of groups interested in the internship. The 
names of persons participating in these conferences are listed 
in appendix A. The Committee has appealed to all members 
for advice and suggestions in its previous reports and through 
an invitation published in the Oct. 18 Secretary’s Letter. An 
open meeting was arranged last June in San Francisco to en- 
courage comment. The over-all response has been somewhat 
disappointing. 

An informal conference was arranged with representatives of 
the Association of American Medical Colleges the morning of 
Oct. 9, 1954, in Chicago. Another conference with representa- 
tives of the federal services was held in the afternoon. 

The Committee met immediately following these conferences. 
After discussion, the Secretary of the Council on Medical Edu- 
cation and Hospitals was requested to discuss three requests 
from this committee to the Association of American Medical 
Colleges at its meeting held the following week. They were 
formally presented in a letter addressed to the Secretary of the 
AAMC on Oct. 26, 1954, as follows: 


1. Whether members of the AAMC would be willing to consider evalua- 
tion of the internship situation in their teaching hospitals and possibly 
engage in some voluntary reduction in the number of internships in teaching 
hospitals. It was recognized that anything of this kind would have to be in 
the nature of voluntary action. 

2. In view of the statement by Dr. John Nunemaker that internships in 
Veterans Administration Hospitals existed only because Dean’s Committees 
desired them and not because of any desire on the part of the Veterans 
Administration, the Committee raised the question as to whether the AAMC 
might not wish to encourage the complete discontinuance of internships in 
VA hospitals. Dr. Nunemaker stated quite definitely that the VA had never 
encouraged internships in their institutions and actually would prefer to 
be dealing only with residencies. He also indicated that they had never O.K.’d 
the establishment of an internship }:i.gram in any of their hospitals except 
on the insistence of the Dean's Commiittee. 

3. Since there has been some discussion during the last two or three 
years as to the possibility of considering a change in the intern picture in 
certain teaching institutions the Committee raised the question as to 
whether some school or schools might be interested in experimentation in 
this area. The Committee specifically had in mind the possibility of elimina- 
tion of the internship itself where there is a strong undergraduate clinical 
clerkship and a well-developed residency training program. They raised the 
question as to whether this might not then make it possible for graduates 
of such institutions to seek their internships elsewhere and then come into 
the residency program later. 


The AAMC recently requested that representatives of its 
Committee on Internships, Residencies, and Graduate Educa- 
tion meet with representatives of this Committee. This meeting 
was held in New York at 7:00 P. M., Nov. 22, 1954. 

Minutes of this meeting were reviewed at a meeting of this 
Committee held in Miami on Nov. 28, 1954. The Chairman 


of the Ad Hoc Committee and staff representative Dr. A. N. 
Springall reported that the three points raised in the Oct. 26 
letter were fully discussed. Members of the AAMC’s committee, 
while not in position to commit that organization, expressed 
informal individual views regarding what might be done in each 
instance: (1) It would not make a blanket recommendation but 
could recommend careful study of the training programs in 
the hospitals of the member colleges; (2) the AAMC might sug- 
gest to the Dean’s Committees exploration of the matter; the 
representatives present felt that elimination of the internship in 
any VA hospital is largely a matter for determination by the 
medical college involved; (3) experimentation is to be en- 
couraged, but no recommendation can be made at this time; 
in general, the medical colleges want to retain some responsi- 
bility over the internship. This Committee urges that pilot type 
programs be developed to explore the third point. 

The Committee believes that the approved internship train- 
ing programs in all types of federal hospitals compare favor- 
ably with other approved programs. 

It was pointed out in the discussions that the number of 
internships in the service hospitals constitutes less than 7% of 
the total number of offerings in the country, and further, that 
the training of interns is considered by the services as an asset 
and is a means of recruiting career men. The Committee was 
in sympathy with the comments made by the federal representa- 
tives, and it agreed that the elimination of such programs would 
not materially relieve the shortage of interns. 

The conferees stated that there is no present reason to believe 
that the Defense Department has plans to extend the “Doctor- 
Draft” law. The committee was assured that the medical de- 
partments were entirely satisfied to allow the presently success- 
ful National Internship Matching Program to continue. As the 
Committee understands it, there is no thought of drafting medical 
students under the regular law and then assigning them to intern- 
ships. 

The Committee believes that the conferences arranged by and 
for it have resulted in much better all-around understanding 
by groups that are working toward the same ends but have never 
before found an opportunity to exchange ideas. These previously 
unexploited areas for group education within the profession in- 
clude individuals with diverse backgrounds: professional edu- 
cators, the Deans, National Internship Matching Program, the 
Student A. M. A., the Association of American Medical Colleges, 
representatives of federal hospitals, delegates who introduced 
critical resolutions, the members and staff of the Council on 
Medical Education and Hospitals, and last but not least, prac- 
ticing physicians as presently represented by this Committee of 
the House. There have been voluntary expressions from many 
of the participants indicating that this is the first time the in- 
dividual has understood another’s viewpoint. Regardless of how 
this report is received as a whole, the Committee believes that 
this type of respectful understanding of diverse opinions among 
colleagues and the friendly rapport established should some- 
how be preserved among all of us. This is not to suggest that this 
Committee be continued, for it is a temporary committee. We 
believe that its ad hoc productivity ends with this report. How- 
ever, the Committee does suggest that there is urgent reason 
to develop a mechanism for continuing the exchange of ideas 
between practicing physicians and other groups interested in 
medical education. 


GENERAL CONSIDERATIONS 
The Committee has consulted all sources of information that 
might be evaluated in a short period of time and has heard ex- 
pressions of all shades of opinion. It has considered each pro- 
posal by asking: Does it preserve free choice by individuals 
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and by institutions; does it fall within the framework of previ- 
ous House actions; is it arbitrary or unrealistic; is it wholly 
defensible from the viewpoint of education and training? 

The Committee has been increasingly impressed with the gen- 
eral soundness and the magnitude of the work of the Council 
on Medical Education and Hospitals, and believes that addi- 
tional personnel and modern statistical methods and equipment 
are needed to continue this outstanding record of accomplish- 
ment. 

The report of the Advisory Committee to the Council on 
Medical Education and Hospitals is an important and significant 
contribution to the general subject. Our Committee has con- 
ferred with every member of the subcommittee assigned to draft 
the report and has reviewed pertinent portions of that commit- 
tee’s minutes. 

As the study progressed, impressions and opinions have 
evolved that have wide application to medical education. The 
Committee believes that these should be reported as they relate 
to the internship. 

FOREIGN GRADUATES 


In a previous report the Committee stated that about 18% 
of the approved internships were filled by graduates of foreign 
medical schools. Information based on studies by the Health 
Resources Advisory Committee indicates that the number is 
1,787 or 23.2%. The current report of the Council on Medical 
Education and Hospitals suggests an even larger figure. It should 
be understood that such statistics are subject to adjustment for 
certain known variables as well as for less obvious sources of 
error. At present only total figures are readily available at the 
Council’s office; it is a major task to secure a breakdown by 
hospitals, by type of visa and other important data relating to 
this facet of the internship. 

Foreign-trained physicians may apply to all but 11 licensing 
boards. However, 27 boards require an internship or further 
medical training in the United States. Last year graduates of 
175 foreign medical schools were examined by 36 licensing 
boards, and over 45.5% failed. 

This Committee recognizes that the Council on Medical Edu- 
cation and Hospitals has published an informal and unofficial 
advisory list of 50 foreign schools whose graduates may be 
considered on the same basis as graduates of approved schools 
in the United States. This Committee agrees wholeheartedly 
with the Council that medical licensure should be entirely under 
the jurisdiction of the governments of the several states. After 
careful consideration, we believe that this principle extends to 
the individual determination by the governing board of each 
hospital whether or not graduates of foreign medical schools are 
acceptable as interns. In appointing any graduate for internship 
training a hospital is not only accepting responsibility for a 
stimulating educational experience, but, implicit in that rela- 
tionship, it seems clear, is the further responsibility of guiding 
the intern in choosing such additional training as he may desire 
beyond the internship. In the case of foreign graduates both 
phases often pose special problems. 

It is this Committee’s opinion that graduates of foreign medi- 
cal schools should be considered for intern appointment in 
approved hospitals only when there is satisfactory evidence that: 
(1) language difficulties will not seriously impair the program; 
(2) the same educational standards are applied to graduates of 
foreign schools as to graduates of approved American medical 
colleges; and (3) the appropriate state licensing board approves. 

The Committee suggests that the Council on Medical Educa- 
tion and Hospitals review its present informal method of listing 
foreign medical colleges on the basis of casual visits. If a two- 
standard system of medical care is to be avoided, consideration 
should be given to approval under the same standards and 
methods applied to medical schools in the United States. 
Whether or not graduates of foreign medical colleges shall be 
included in computing the percentage of filled internships de- 
pends on implementation of the standards suggested. 


RELATIONSHIP OF THE INTERNSHIP TO 
CLERKSHIPS AND RESIDENCIES 
The major affiliated hospitals have about tripled their num- 
ber of residencies since the end of World War II and also have 
accepted increasing responsibility for clerkships in the third and 
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fourth years of undergraduate training. Taking a broad look at 
all that is going on in medical education we find few fixed bench 
marks and must conclude that we cannot suggest valid stand- 
ards that may be applied fairly to all situations. 

Great variation in utilization of the clerkship 1s indicated by 
the number of scheduled clock hours by lecture in 35 approved 
medical schools. 


Third year Fourth year 
Maximum 660 384 
Minimum 0 0 
Median 300 125 


A few schools have developed 24-hour clerkships, with year- 
round coverage. We are, indeed, in a state of flux whether con- 
sidering medical education in general or internship training alone. 

Table 4 of the Report of the Advisory Committee on Intern- 
ships presents a breakdown of ratings of internships by the 
graduates of 1937 and 1947. The Advisory Committee points 
out that hospitals with both clerkship and residency programs 
received higher ratings than those with only one program or 
neither. This is true, but this Committee believes there is rea- 
son to emphasize another matter shown by this table, namely, 
that in the programs designated “excellent” there is a substan- 
tial percentage drop between 1937 and 1947. It would appear 
that the medical students themselves are indicating increasing 
awareness of the squeeze. In 1954, 25% of the posts were un- 
filled in the 152 major teaching hospitals. Thirteen of these 
filled none and fourteen others less than 34% of the number 
sought. The Committee has no evidence from the data available 
that there is any substantial amount of “loading” or requesting 
an unreasonable number of interns by major affiliated hospitals. 
There does seem to be a growing pattern in all hospitals of 
filling successfully or getting none. 

The real issue in this connection is to define accurately the 
content of the internship. A generation ago most medical schools 
had the major objective of preparing graduates for general prac- 
tice. Then it was that the internship, almost anywhere, con- 
tributed mightily toward this end. At present the usual attitude 
in the schools is to emphasize the teaching of basic science and 
principles which are applicable to all fields of practice. This is 
sound and should be encouraged in the undergraduate field, 
The intern has been exposed to this type of education during 
the third and fourth year clerkships. He now is ready to apply 
this knowledge to clinical hospital practice under supervision. 
In many instances he finds either that he is only continuing 
the glerkship or that much of his clinical experience is beamed 
toward specialty training. 

The Committee recognizes that there has been considerable 
effort to orient the undergraduate and sometimes the intern 
through general practice outpatient clinics, preceptorships, home 
care programs, and the like. However, after reviewing current 
statistics and informed opinion, the Committee believes that 
many medical schools and major affiliated hospitals have not 
felt the same responsibility in the field of general practice as 
they do in their long-accepted responsibilities of teaching in the 
specialties. An important consideration is the opportunity for 
the medical staff and interns alike to understand better the tra- 
ditional ideals of the medical profession. Service to the sick 
heads the list. 

The demands of students in specialty fields ultimately con- 
tributed to the establishment of formal programs for training 
and the establishment of standards. With the resurgent emphasis 
on the family doctor with adequate hospital training, the re- 
quirements of the profession may result in a larger number 
of programs and the establishment of standards in the field of 
general practice designed to meet this need. 

The Association of American Medical Colleges has developed 
a short statement, now in its eighth revision, “The Objectives 
of Undergraduate Medical Education.” This document develops 
clearly and concisely what the general objectives are and are 
not. It emphasizes the importance of developing sound knowl- 
edge and essential habits of thinking and doing and promotes 
sound professional and ethical principles. An appropriate ex- 
tension of these principles to the increasing responsibilities of 
the internship would appear to be of definite value in drawing 
attention to objectionable features and by spelling out what con- 
stitutes sound clinical experience during the internship year. 
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Since hospitals are created primarily to provide good patient 
care and accept responsibility for the training of physicians and 
ancillary personnel working in clinical fields as vital to this 
relationship, such a study might well be the responsibility of 
the Council’s recently appointed Internship Review Committee, 
which includes representatives from the Council, the American 
Hospital Association, the Association of American Medical Col- 
leges, the Federation of State Medical Boards in the United 
States, and the American Academy of General Practice. 

The Committee is aware that some individuals have expressed 
the view that if the internship is defined as the fifth year of 
medical education, it should be the complete responsibility of 
the medical colleges. This would be a serious mistake, for non- 
affiliated hospitals have an independent and equally important 
responsibility in this field. 

The committee adds this recommendation: There are good 
reasons to avoid assignment of interns to subspecialties in any 
hospital. 

QUANTITATIVE AND QUALITATIVE STANDARDS 

It is the Committee’s opinion that a properly organized rotat- 
ing internship is the one type that will insure the broad clinical 
hospital experience that the Committee believes is desirable for 
every graduate regardless of the individual’s plans for his future 
professional career. 

At the beginning of its study the Committee confidently hoped 
that broad, advisory standards might be developed to indicate 
the number of interns a hospital might reasonably request. At 
present, except for a few exceptions where state licensing boards 
are mildly concerned, an approved hospital may request any 
number it chooses. It was soon apparent that the quantitative 
component is inseparable from some other factors that influence 
the quality of any internship. 

The Committee believes that the present standards, detailing 
only the number of annual admissions, autopsy rate, number 
of beds, and assignment of an intern to from 15 to 25 beds, 
are without significant meaning unless and until every local 
situation is reviewed “on the grounds” and with full opportunity 
for discussion between the representative of the accrediting body 
and representatives of the hospital’s governing board and its 
medical staff. 

The Committee also believes that there are many other mat- 
ters pertinent to the local situation that are necessary for con- 
clusive evaluation. In developing this thought it has considered 
only the data that are usually readily available annually in any 
approved hospital. Among these are: 

Average daily census (more meaningful than capacity or admissions). 

Average stay by days. 

Number of beds for which interns are responsible: Private; service. 

The four major clinical services (medicine, obstetrics, pediatrics, and 

surgery) broken down under the above criteria. 

Number of deliveries. 

Number of bassinets — average daily census. 

Number of operations: Major; minor. 

Outpatient department: Organization (list clinics and interns’ responsi- 

bility); breakdown by number and type of patients. 

Direction of internship training program: Full or part-time director; 

intern committee; indoctrination of interns to the local situation. 

Affiliated programs. 

Community or area sharing of hospital facilities with students who accept 

internships under these conditions. 

Social service and opportunity to follow up the individual case as an 

inpatient and an outpatient, both before admission and after 
discharge. 


Ratio and relationship to clerkships. 
Ratio and relationship to approved residencies in the four major clinical 


fields. 

Other criteria have been considered and discarded. The Com- 
mittee has asked why, with four major clinical divisions to be 
covered in a training program, there are hospitals approved for 
less than four internships. Why not eliminate those institutions 
with less than four approved posts? The answer lies in con- 
sidering all of the pertinent facts relating to the program in a 
specific hospital. 

Less dramatic, but also discarded from final consideration 
were: type of staff organization, whether open or closed; board 
qualified chiefs; time element for compliance when applied to 
previously approved hospitals and to new applicants; freezing 
the number of approved hospitals for one or more years, and 
others. 
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Having listed some categories that the Committee believes 
are important and others that may be discarded in any accredit- 
ing program, the point to emphasize in this section of the re- 
port is that this Committee has failed to evolve a fixed formula. 
It agrees that present standards are too broad and unrealistic. 
It agrees that there are many other factors to consider related 
to the hospital and to the community it serves, as well as im- 
portant matters dealing directly with staff organization and its 
relation to an intern training program. Within such a pattern, 
largely characterized by variables, the Committee believes that 
objective study of each local situation is the one proper solution. 
This concept seems fundamental as it may be applied to several 
areas covered by this report. 

Rigid application of any requirement without considering all 
of the circumstances is injudicious and indefensible. The Council 
has always adopted that philosophy. The Council has been 
equally concerned that, as requirements are established for any 
type of training program, the House of Delegates have ample 
opportunity to study their implications before granting approval. 
It points out in the current Annual Report of Internship and 
Residencies that “. . . proposals made for solving the intern 
shortage through eliminating one or another of the major groups 
of hospitals as training centers for interns” are impossible at 
this time, for “. . . neither the non-affiliated group of hospitals 
or those affiliated with medical’ schools could alone provide 
positions for the number of graduates seeking appointments.” 

Had the “two-thirds rule” remained a requirement and been 
rigidly applied to the two consecutive intern years 1952-1953 
in combination with 1953-1954, it would have removed 448 hos- 
pitals, cancelled 4,205 internships to which 784 students were 
matched in those years, and reduced the number of internships 
available to 6,766. The foregoing discussion is based on figures 
which do not reflect the effect of the appointment of graduates 
of foreign medical colleges. The necessary information for its 
inclusion is not available. It should be remembered that the 
Advisory Committee on Internships reasoned that the mere 
existence of such a rule would result in both a reevaluation of 
training programs and of the number of interns sought. The 
Advisory Committee and the Council anticipated only a modest 
reduction tending to bring the number of approved internships 
into more realistic relationship with the number of graduates 
of American and acceptable foreign schools. 

The Ad Hoc Committee recognizes that there are about 3,000 
more internships than there are interns available from any 
source. Ten new medical colleges are either under construction 
or well past the planning stage. However, increased utilization 
of hospitals and expansion of hospital facilities throughout the 
country probably will continue to create a potential for intern- 
ship training that will easily absorb graduates of new schools 
without reducing the 3,000 discrepancy. 

The Committee suggests consideration of some requirement 
based on filling a percentage of approved internships and a time 
limit to eliminate some of the unhealthy aspects of the present 
situation. The following requirement is recommended: Any 
internship program which in two successive years does not ob- 
tain one-fourth of its stated intern complement be disapproved 
for internship training. As applied to the figures for 1952-1953 
in combination with 1953-1954, this requirement would have 
removed 277 hospitals, cancelled 2,139 internships to which 80 
students were matched in those years, and reduced the number 
of internships available to 8,832. Any requirement of this nature 
must be under constant review and subject to prompt revision 
as experience with its operation may dictate. Were the “one- 
fourth rule” adopted it would be difficult for objectors to contend 
seriously that withdrawal of approval from a group of hospitals 
that filled only 80 of 2,139 internships, less than 4%, constitutes 
an arbitrary act. 

However, the Committee feels very strongly that application 
of any of the approved standards must be done on an individual 
basis. This is fundamental to principles previously adopted by 
the House of Delegates and to our American concept of the 
rights of minorities. However expertly and meticulously stand- 
ards are formulated by sincere people, there is inherent in their 
general application the possibility of doing an injustice. 
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This Committee has no knowledge of the personal opinions, 
methods of approach, and general indoctrination of the phy- 
sicians now serving on a full-time basis as the Council's pro- 
fessional field staff. It believes that they have a unique 
opportunity to do an outstanding public relations and educa- 
tional job for the American Medical Association in their day 
by day contacts with hospitals. The Council states that “at least 
50%” of their time is devoted to a portion of the program of 
the Joint Commission on Accreditation of Hospitals, which is 
in considerable degree unrelated to the review of internship and 
residency programs. The Committee strongly recommends that 
on the occasion of each visit to a hospital the Council repre- 
sentative seek opportunity to discuss with the administrative 
staff, the governing board, and the medical staff matters perti- 
nent to the institution’s training program. There should be suffi- 
cient time available to establish the justification for any criticisms 
and the reasonableness of the requirements. If the local situa- 
tion merits consideration of disapproval of any program, every 
effort should be made to interpret the Council’s position. Under 
certain conditions there may be reason to include the county 
medical society in such conferences. 


SERVICE NEEDS OF HOSPITALS 

Staff members inquire why their hospital, with an approved 
program, lacks interns. They know that the hospital does good 
work and that the stipend has been increased. “How do we get 
interns?” All hospitals and members of the medical staff should 
understand by now that approval for internship training does 
not imply that interns will somehow or other be provided. The 
Committee has discussed the National Intern Matching Pro- 
gram in a previous report, and its operation was reaffirmed by 
the House last June. It provides full freedom of choice for the 
intern and for the hospital. The actual matching is entirely 
mechanical with punch cards and appropriate machines. This 
observation is repeated, because there still exist some miscon- 
ceptions, namely, that the plan favors one or another type hos- 
pital or that it furnishes interns. What it does is to provide a 
device for the operation of free choice with objective tabulation 
of the results. 

The Committee believes that there is no immediate or pat 
solution to the general problem. Any change in the present pat- 
tern will be by slow evolution involving several fundamental 
factors in medical education some of which have been discussed 
in this report. 

Progress is more rapid in any investigative field if emotional 
conjecture be avoided. It is important to seek out and understand 
the facts. The Committee submits the following facts of histori- 
cal interest: The first “Essentials of an Approved Internship” 
appeared in THE JOURNAL, June 14, 1919. The next year 593 
of 6,440 hospitals were approved. They sought 3,420 interns, 
about 400 more than the number of graduates. THE JOURNAL 
commented editorially Aug. 1, 1920, expressing principles that 
appear sound thirty-four years later: 

Nevertheless, these hospitals represent a very small proportion of all 
hospitals in the country, and the number seeking interns is increasing. It 
can be seen, therefore, that the number of students graduating annually is 
not sufficient to supply interns for all the hospitals seeking them, far less 
to meet the demand if all general hospitals should desire to use them. This, 
meanwhile, is one of the bases for the claim that there is a dearth of 
physicians. It can readily be seen, however, that sufficient interns could not 
be provided for all hospitals even if the annual number of graduates 
exceeded by several times the normal output for this country. The intern 
problem must be solved in some other way. Many hospitals, even now, are 
employing physicians as residents or house officers at increasing salaries or 
with gradually increasing privileges in the way of practice. Interns, also, 
should be relieved of much of the work required of them which should 
be done by orderlies employed for that purpose. History-writing and records, 
which have depended largely on intern service, can be kept up by staff 
physicians through the use of stenographers. It is certain that the increased 
demand for interns does not justify either the lowering of educational 
standards or a multiplication of medical schools. 


The Advisory Committee also recommended employment of 
physicians two years ago and there were adverse comments. It 
is clearly the responsibility of the medical staff to provide ade- 
quate coverage for the service needs of the hospital. When there 
is insufficient house staff coverage this Committee recommends 
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that an adequate number of licensed physicians, under the direc- 
tion and employment of the hospital and its medical staff, be 
provided to meet the need. 

The Committee believes that the medical staff should con- 
sider a number of factors when deciding whether or not an 
internship training program is desirable for its hospital. Among 
these are cost to the hospital, cost to the staff, possible abuses, 
and objective reasons for establishing the program. 

There is reason for all hospital staffs that now conduct ap- 
proved programs to institute a searching reappraisal of the gen- 
eral attitude of the medical staff. No definition and no set of 
standards for approval can insure the vital ingredient of staff 
enthusiasm. Only the medical staff knows which of its members 
are contributors and which are drones. There should be a fair, 
objective, and firm determination of intern responsibility for 
private services. It follows that staff members who fail to assist 
the program must themselves provide adequate coverage. 

When there is a serious discrepancy between the number of 
interns and the number of service beds that can be adequately 
covered, the responsible person or intern committee should be 
able to devise a training program that will fit the situation. 

The Committee recognizes that rather than answering some 
long-standing questions it has raised others. However, after this 
brief study and its accompanying self-indoctrination, the Com- 
mittee is convinced that the author of the 1920 editorial, the 
Council on Medical Education and Hospitals, and the 1952 Ad- 
visory Committee to that Council stand together on sound 
principles. 

The Ad Hoc Committee on Internships has no other important 
matters under consideration and suggests that the appropriate 
reference committee consider its discharge. 

The Committee has had the untiring, devoted assistance of 
all members of the headquarters staff. It is especially indebted 
to Mrs. Anne Tipner, Assistant to the Secretary of the Council 
on Medical Education and Hospitals, and to Dr. Arthur N. 
Springall, Assistant Director, Division of Hospitals and Gradu- 
ate Education, who directed and coordinated the staff work. 
Our task would have been impossible without their help. 

The Committee expresses sincere thanks to the staff represen- 
tatives of the several organizations that have participated in this 
study and to all conferees and others who have offered advice. 


APPENDIX A 
PARTICIPANTS IN CONFERENCES 

Association of American Medical Colleges, Oct. 9, 1954. The 
Association representatives who attended were: 

Currier McEwen, M.D., Dean, New York University College of Medicine 

John McK. Mitchell, M.D., Dean, University of Pennsylvania School 

of Medicine 

Dean F. Smiley, M.D., Secretary 

John M. Stalnaker, Director of Studies 

John B. Youmans, M.D., Dean, Vanderbilt University School of Medicine 


At the suggestion of Dr. George S. Kiump, Chairman of the 
Ad Hoc Committee on Internships, Dr. S. Howard Armstrong, 
Chairman of the Drafting Committee for the report of the Ad- 
visory Committee on Internships, was invited to participate in 
this conference and was present. 

All members of the Ad Hoc Committee on Internships were 
present, namely: 

George S. Kiump, M.D., Chairman 

Abraham H. Aaron, M.D. 

H. Russell Brown, M.D. 

George A. Earl, M.D 

William A. Hyland, M.D. 


Representatives of the Council on Medical Education and 
Hespitals and the American Medical Association present in- 
cluded: 

Leo Brown, Director, Department of Public Relations 

Arthur N. Springall, M.D., Assistant Director, Division of Hospitals 

and Graduate Education 

Anne Tipner, Assistant to the Secretary, Council on Medical Education 

and Hospitals 

Edward L. Turner, M.D., Secretary, Council on Medical Education and 

Hospitals 
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Federal Services, Oct. 9, 1954. The Federal Services were 
represented by: 

Major General Silas B. Hays, Acting Surgeon General, Department 
of the Army 

Colonel Patrick H. Hoey, Medical Staffing and Education, Office of the 
Surgeon General, Department of the Air Force 

Captain Eugene V. Jobe, Head of Training Branch, Professional Division, 
Bureau of Medicine and Surgery, Department of the Navy 

Colonel Charles L. Leedham, Chief, Education and Training Division, 
Office of the Surgeon General, Department of the Army 

John C. Nunemaker, M.D., Director, Education Service, Department of 
Medicine and Surgery, Veterans Administration 

J. Fred Oesterle, M.D., Medical Director, Public Health Service, Depart- 

ment of Health, Education, and Welfare 


All members of the Ad Hoc Committee attended. The Coun- 
cil on Medical Education and Hospitals and the American Medi- 
cal Association were represented as recorded above, and in addi- 
tion C. Joseph Stetler, Director, Law Department, attended. 

Association of American Medical Colleges, Nov. 21, 1954. 
Those attending the meeting were: 

Currier McEwen, M.D., Chairman, Committee on Internships, Resi- 
dencies and Graduate Education, Association of American Medical 
Colleges, and the following members of that committee: 

John Deitrick, M.D.; Clarence De La Chapelle, M.D.; Hugh Luckey, 
M.D.; James McCormack, M.D.; and William Hubbard, M.D., Staff 
Representative. 

George S. Klump, M.D., Chairman, Ad Hoc Committee on Internships. 

Arthur N. Springall, M.D., Staff Representative, Council on Medical 
Education and Hospitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 

Report of Ad Hoc Committee on Internships: Your ref- 
erence committee has reviewed the thorough and thoughtful 
report of the Ad Hoc Committee on Internships composed of 
Drs. Abraham H. Aaron, H. Russell Brown, George A. Earl, 
William A. Hyland, and George S. Klump, Chairman. The 
prodigous amount of material that has been reviewed and studied 
by this group is impressive and your reference committee notes 
that the important problem of adequate education of interns is 
highlighted throughout the report. The Ad Hoc Committee was 
quite obviously cognizant of the shortage of interns and the 
difficulties that many of our smaller hospitals are having in 
effecting their services because of such shortages. 

The problem of foreign medical school graduates has been 
rather extensively explored and significant recommendations to 
deal with this problem have been suggested. 

The Ad Hoc Committee on Internships has discussed at some 
length quantitative and qualitative standards of intern training 
and is to be commended for its insistence that the quality of 
training be maintained or even enhanced. Equally commendable 
is the counsel that no arbitrary or single criteria be employed 
in the cancellation of unfilled internships, but rather that the 
status of this training be on an individual basis. 

Your reference committee feels that the data and judgments 
of the Ad Hoc Committee on Internships will provide valuable 
guidance to the Council on Medical Education and Hospitals, 
and with this in view it is recommended that the report be re- 
ferred to the latter for its further study and guidance. 

Your reference committee feels that this House of Delegates 
should extend an expression of appreciation and gratitude to the 
Ad Hoc Committee on Internships now that its report has been 
submitted, and recommends that the Committee be discharged 
with thanks. 

Intreduction of Resolutions 

The Speaker called for the introduction of resolutions by 

number. 


No. 1. Resolutions on Agreements Between Prepayment 
' Plans and Organized Medicine 
Dr. Frank J. Holroyd, for the West Virginia delegation, in- 
troduced the following resolutions, which were referred to the 
Reference Committee on Insurance and Medical Service: 


WHEREAS, It has come to the attention of the council of the West Virginia 


State Medical Association that an effort has been made by certain occupa- 
tional groups within a hospital and/or medical prepayment insurance plan 
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to obtain separate arrangements for their group with local medical societies 
On matters of insurance, the setting of fee schedules, etc., without the 
counsel, consent, or even the knowledge of the persons responsible for the 
Operation of the insurance plan; and 


WHEREAS, It is the studied opinion of the council that all agreements 
with reference to such matters should apply equally to, and include, all 
segments of the plan’s insured population regardless of occupation or other 
classification; and 

WHEREAS, It is our further opinion that all matters pertaining to the 
development of all arrangements between the various prepayment plans 
and organized medicine should be conducted solely between the authorized 
representatives of such a prepayment plan and authorized representatives 
of organized medicine; therefore be it 

Resolved, By the Council of the West Virginia State Medical Associa- 
tion that component societies should not attempt to make or enter into 
separate agreements or understandings with any subgroup, organization, 
Or segment of an insurance population which would involve insurance 
cost, professional fees, or any other form of treatment that would provide 
preferential consideration for only a part of the insured group; and be it 
further 

Resolved, That the West Virginia delegates to the American Medical 
Association be instructed to present this resolution to the American Medical 
Association House of Delegates at the next meeting with the request that 
the American Medical Association establish a policy on these and related 
matters at the national level. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 

Dr. William M. Skipp, Chairman, presented the following 
report, which was adopted: 

Resolution No. I on Agreements Beiween Prepayment Plans 
and Organized Medicine: This resolution was thoroughly dis- 
cussed by your reference committee, and it was felt that, as the 
Board of Trustees has set up a special commission for the study 
of all types of insurance plans, this should be referred to the 
Board of Trustees for further consideration. 


No. 2. Resolutions on Standards of Nursing Education 


Dr. Raymond L. Zech, for the Washington delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 

WHEREAS, There is a well-recognized shortage of nurses to the extent 
that care of the sick is impaired; and 


WHEREAS, Certain accrediting bodies are changing the standards of nurs- 
ing education to the point that some of the existing schools of nursing 
with creditable records of service, especially in smaller communities, can 
no longer qualify for accreditation and are therefore compelled to discon- 
tinue their training programs; therefore be it 


Resolved, That this House of Delegates express its concern over such 
alteration in standards of nursing education as may cause the closure of 
existing schools of nursing or further restrict the number of persons 
receiving training in the field of nursing; and be it further 

Resolved, That a copy of this resolution be sent to each of the accredit- 
ing bodies; and be it further 

Resolved, That by this action, through regular procedure, the Washington 
State Medical Association petition the American Medical Association for 
appropriate action. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Frank J. Elias, Chairman, submitted the following report, 
which was adopted: 

Resolution No. 2 on Standards of Nursing Education: The 
American Medical Association has representatives on the Com- 
mittee for the Improvement of Care of the Patient and on an 
Advisory Committee to the National League for Nursing. Your 
reference committee believes this resolution should be referred 
to the Board of Trustees for transmittal to the Association’s 
representatives on these two committees, and so recommends. 
The entire system of nurse education probably deserves a 
thorough study in order to determine the possibility of revising 
the curriculum in respect to scientific subjects and other present 
practices and courses incorporated in that curriculum with the 
hope of increasing the number of candidates for nurse training. 


No. 3. Resolution on Compensation for Section Secretaries 

Dr. Edgar V. Allen, Section on Experimental Medicine and 
Therapeutics, introduced the following resolution, which was 
referred to the Reference Committee on Reports of Board of 
Trustees and Secretary: 


WHEREAS, A most important activity of the American Medical Asso- 
ciation is the scientific program; and 
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WHEREAS, The quality of section programs is a reflection of the excellence 
of individual secretaries; and 


WHEREAS, It is difficult to secure secretaries of highest caliber because 
of the financial burden—attendance imposes financial hardship on secre- 
taries; and 

WHEREAS, Officers, trustees, delegates, and others are paid for expenses 
incurred incidental to attendance at annual meetings; now therefore be it 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation instruct the Board of Trustees to compensate secretaries of the 
sections of the Scientific Assembly, on request, for expenses incurred 
incidental to attendance at annual sessions. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Eugene F. Hoffman, Chairman, presented the following 
report, which was adopted: 

Resolution No. 3 on Compensation for Section Secretaries: 
Your committee is aware that the secretary is the backbone of 
the section. It acknowledges the great amount of work that he 
performs. It also notes that he is now given $300 a year to 
cover incidentals as well as a paid expense trip to Chicago once 
a year for an organization conference. However, in view of the 
tight financial position of the American Medical Association, 
your committee recommends disapproval of Resolution No. 3. 


No. 4. Resolutions on Proposed Changes in Principles of 
Medical Ethics : 


Dr. Frank J. Holroyd, for the West Virginia delegation, in- 
troduced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 


Wuereas, The Medical Society of the State of New York caused to be 
introduced a series of proposed amendments to the Principles of Medical 
Ethics of the American Medical Association at the annual meeting of the 
House of Delegates of the American Medical Association in June, 1954, 
which were referred by the House to the Judicial Council of the American 
Medical Association; and 

WHEREAS, One of the proposed amendments to the Principles of Medical 
Ethics would limit any contract or agreement for physicians in private 
practice, in private hospitals, or medical groups to the medical care of 
persons who are public charges; and 

WHEREAS, Another proposed amendment to the Principles of Medical 
Ethics would make it unethical for physicians to provide medical care 
through individual or group practice if there is a requirement in any 
contract or agreement restricting choice of physician to either the individual 
or the group of physicians with whom such agreement is made; and 

WHEREAS, These amendments would adversely affect many physicians 
now practicing in the state of West Virginia who receive their income from 
private hospitals and medical groups or through indivdual contract with a 
group or organization and who frequently render medical care under 
corditions which do not permit unrestricted free choice of a practitioner 
of medicine; and 

WHEREAS, The local reaction in New York to these proposed amendments 
would indicate that their acceptance by the American Medical Association 
would result in a severe blow to the prestige of the medical profession with 
the people of this nation; therefore be it 

Resolved, That the West Virginia State Medical Association go on record 
as opposing the aforementioned amendments to the Principles of Medical 
Ethics and so notify the Judicial Council and the officers of the American 
Medical Association; and be it further 

Resolved, That the American Medical Association delegates from West 
Virginia be hereby instructed to oppose the adoption of such amendments 
to the Principles of Medical Ethics at the next meeting of the House of 
Delegates of the American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Frank J. Elias, Chairman, submitted the following report, 
which was adopted: 

Resolution No. 4 on Proposed Changes in the Principles of 
Medical Ethics: This resolution, which was presented by the 
West Virginia delegation, is concerned with amendments to the 
Principles of Medical Ethics of the American Medical Associ- 
ation which were contained in a series of resolutions presented 
by the New York delegation during the annual meeting of the 
House of Delegates of the American Medical Association in 
June, 1954. These resolutions were referred by the Reference 
Committee on Miscellaneous Business to the Judicial Council of 
the Association with instructions to bring in its report in June, 
1955. These resolutions are not now before this House of Dele- 
gates. Your reference committee therefore recommends that this 
resolution from West Virginia be referred to the Judicial Council 
for its information. 
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No. 5. Resolution on Introduction of Resolutions and 
Reports 


Dr. William D. Stovall, for the Wisconsin delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Miscellaneous Business: 

WHEREAS, Two sessions of the House of Delegates of the American 
Medical Association are now being held annually; and 


WHEREAS, In the last several years matters referred to the House have 
been of increasing importance but frequently have been presented under 
such circumstances that there is little or no opportunity for the delegates 
to consult the constituent state medical associations which they represent; and 

WHEREAS, It is desirable to accomplish the maximum of understanding 
on the part of each state medical association and component county medical 
society of the problems considered by the House of Delegates of the 
American Medical Association; now therefore be it 

Resolved, That resolutions and reports not submitted to the American 
Medical Association headquarters office in sufficient time to receive circula- 
tion to state medical associations at least 30 days prior to the ensuing 
session of the House of Delegates be, by standing rule, laid over to the next 
session, unless either the reference committee to which such report or 
resolution is referred considers it to be of emergency nature and recom- 
mends to the House that, notwithstanding such rule, the House proceed 
to take action at the session during which said report or resolution is 
introduced, or such reference committee considers such matter not of 
sufficient consequence as to fall within the spirit of the standing rule and 
recommends that, notwithstanding such rule, the House proceed to take 
appropriate action. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Frank J. Elias, Chairman, presented the following report, 
which was adopted: 

Resolution No. 5 on Introduction of Resolutions and Reports: 
The objectives of this resolution are highly desirable. It created 
a profound and liberal discussion by those who attended the 
reference committee meeting. Nevertheless, because it is neces- 
sary for the Board of Trustees and various councils to hold 
meetings at the annual and interim sessions of the House of 
Delegates, the implementation of this resolution is considered 
to be quite impractical. Therefore, your committee recommends 
that the resolution be not adopted. 


No. 6. Resolutions on Physicians’ Liability Insurance 


Dr. George A. Unfug, for the Colorado delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Insurance and Medical Service: 

WHEREAS, Companies underwriting physicians’ liability insurance have 
enforced large increases in their premium rates; and 

WHEREAS, These companies have recently indicated that further increases 
in such premium rates may be expected; and 

WHEREAS, A number of these companies have adopted the further 
policy of refusing to write physicians’ liability insurance unless the physician 
agrees to purchase other, unrelated, insurance from the same carrier; and 

WHEREAS, The House of Delegates has previously authorized a study of 
this problem under the direction of the Board of Trustees and the Council 
on Medical Service; now therefore be it 

Resolved, That the Board of Trustees and the Council on Medical Service 
shall proceed to a completion of the indicated study; and be it further 

Resolved, That the Board of Trustees be authorized to take such actions 
as may be advisable and necessary to provide physicians’ liability insurance 
for members of the American Medical Association at just premium rates 


No. 7. Resolutions on Malpractice Insurance 


Dr. James Q. Graves, for the Louisiana delegation, presented 
the following resolutions, which were referred to the Reference 
Committee on Insurance and Medical Service: 

WHEREAS, The matter of malpractice insurance has become such an 
important question involving the medical profession of this country; and 

WHEREAS, It is becoming more and more difficult to obtain satisfactory 
insurance coverage against malpractice; therefore be it 

Resolved, That the Council on Medical Service of the American Medical 
Association be requested to study the possibility of (1) the issuance of 
such policies in one Or more large insurance companies through accepted 
insurance channels; (2) premiums to be based on an individual, state-wide 
rating basis; and (3) disassociation of hospital and professional liability; 
and be it further 

Resolved, That a copy of this resolution be sent to each state medical 
organization requesting its support. 
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REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


The reference committee considered Resolution No. 6 and 7 
in conjunction with supplementary report M of the Board of 
Trustees, and its report will be found on page 1604 of the 
Dec. 25, 1954, issue of THE JOURNAL. 


No. 8. Resolution on Blue Shield Service Plans with 
High Income Limitations 


Dr. O. J. Campbell, Minnesota, introduced the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 

Wuereas, As of June 30, 1954, there are 11 Blue Shield plans incor- 
porating service plans with eligibility limits extending to $5,000 per year, 
per family, 6 plans with limits higher than $5,000 per year, per family, and 
7 service plans without income limitations; and 

WHEREAS, Those service income levels might well apply to the great 
majority of the population gainfully employed in the area covered by such 
plans; and 

WHEREAS, The ultimate effect of public utilization of such plans is to 
put all participating physicians into one pool with uniform fees regardless 
of location and type of practice; and 

Wuereas, Many participating physicians are torn between their feeling 
of loyalty to their Blue Shield plans and a profound concern for the long- 
range effect of these plans; therefore be it 


Resolved, That the House of Delegates request the Board of Trustees 
to appoint a committee to make a study of such plans to determine their 
probable effect over a long period on the solidarity of our medical ranks, 
on our public relations, on our ability to render the best care to our 
patients, and on our ability to avoid regimentation, both self-elected and 
governmentally enforced, to the end that medicine as a whole shall know 
the implications of such plans and decide for itself whether to encourage 
or discourage them. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. William M. Skipp, Chairman, submitted the following 
report, which was adopted: 

Resolution No. 8, on Blue Shield Service Plans with High 
Income Limitations: Your committee has been informed by the 
sponsor of this resolution that it is to be withdrawn. Therefore 
no further study of the resolution was made. Inasmuch as it 
was similar to Resolution No. 11, on Better Liaison with Health 
and Accident Insurance Carriers, introduced by the Pennsyl- 
vania delegation, your committee feels that the matter would 
be adequately handled by the special study commission appointed 
by the Board of Trustees for this purpose. Your committee 
recommends that Resolution No. 11 be not acted on at this 
time, but be considered by the Board of Trustees for further 
study. 

(Norte: After the report of the reference committee had been 
read, Dr. Campbell stated on the floor of the House that in the 
hearing before the reference committee he had withdrawn 
Resolution No. 8.) 


No. 9. Resolution on Amendment to Principles of 
Medical Ethics, Section 8, Chapter I 


Dr. Laurence S. Nelson Sr., for the Kansas delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 


WHEREAS, The Principles of Medical Ethics of the American Medical 
Association are bfoad guides to aid physicians in the proper conduct of their 
professional life; and 

WHEREAS, The Principles are designed to serve in a positive fashion 
rather than in a wealth of negative details; and 

Wuereas, A code of ethics to be logical must advocate a consistent course 
of action in all situations; and 

Wuereas, The formulation of principles of ethics in the medical pro- 
fession must be determined and decided by physicians and not be foisted 
on them by overinterested members of related professions or groups; and 

WHEREAS, The basic principles of conduct of physicians have not changed 
in the last few years; and 

Wuereas, The privileges of physicians to dispense either individually or 
in groups as a service to patients is a time-honored custom and a funda- 
mental right; and 

WHEREAS, The changes in ethics as written in the new section 8 of the 
Principles of Medical Ethics adopted without debate in San Francisco 
violate these time-honored rights; and 
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WuereAs, The section 8 referred to above is inconsistent as indicated by 
the first sentence; therefore be it 


Resolved, That section 8 be removed from the Principles of Medical 
Ethics of the American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Frank J. Elias, Chairman, read the following report, which 
was adopted: 

Resolution No. 9 on Amendment to Principles of Medical 
Ethics, Section 8, Chapter 1: Your committee has given appro- 
priate consideration to the resolution of the delegation from 
Kansas, in which deletion of section 8 of chapter I of the 
Principles of Medical Ethics has been proposed. The committee 
feels that the American Medical Association would fail to 
assume a vital responsibility if no provision were included in 
the Principles of Medical Ethics regarding the problem of owner- 
ship of drug stores and dispensing of drugs by physicians. This 
principle was adopted on recommendation of the Council on 
Constitution and Bylaws during the June, 1954, session of the 
House of Delegates, at which time many undesirable features of 
the original principle were discarded. It is possible that some 
phases of this principle are susceptible of amendment or change, 
but certainly the entire principle should not be discarded. Your 
committee recommends that this resolution be not adopted. 


No. 10. Resolution on Representation of American Academy 
of General Practice on Joint Commission on 
Accreditation of Hospitals 


Dr. James Z. Appel, for the Pennsylvania delegation, pre- 
sented the following resolution, which was referred to the 
Reference Committee on Medical Education and Hospitals: 

WuereEas, The general practitioner renders medical service to the largest 
number of people in the nation whether they be treated inside a hospital 
or outside the hospital; and 


WHEREAS, The American Academy of General Practice is the second 
largest national medical group in the country, and its membership is limited 
to general practitioners; and 


Wuereas, The Joint Commission on Accreditation of Hospitals does not 
include representation of the Academy of General Practice as an official 
organization; and 


WHEREAS, A resolution to all intents and purposes similar to this reso- 
lution has been approved by the House of Delegates of the Medical Society 
of the State of Pennsylvania with the instructions that its delegates shall 
present this resolution to the House of Delegates of the American Medical 
Association; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation direct its Board of Trustees to petition the Joint Commission on 
Accreditation of Hospitals to invite the Amercan Academy of General 
Practice to membership in the Joint Commission on Accreditation of Hos- 
pitals, with representation commensurate with that of the American College 
of Surgeons and the American College of Physicians. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Walter P. Anderton, Chairman, read the following report, 
which was adopted: 

Resolution No. 10 on Representation of American Academy 
of General Practice on Joint Commission on Accreditation of 
Hospitals: With regard to Resolution No. 10 introduced by the 
delegation from Pennsylvania, your reference committee is of 
the opinion that since the representation on this Commission is 
already broad and since it is desirable to avoid preferential 
treatment of any special group interested in hospital accredita- 
tion and, furthermore, owing to tke fact that the Commission 
as now constituted has three general practitioners among the 
17 physicians on the Commission, no change in the membership 
of the Commission should be recommended. Your reference 
committee believes that the Board of Trustees of the American 
Medical Association is cognizant of the need for representation 
from the group of general practitioners who are members of 
our Association. Your committee, therefore, recommends that 
this resolution be not adopted at this time. 
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No. 11. Resolution on Better Liaison with Health and 
Accident Insurance Carriers 


Dr. James Z. Appel, for the Pennsylvania delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Insurance and Medical Service: 


WuerEAs, Health and accident insurance is being utilized to an increasing 
extent by the public to assist in the payment of physician and hospital bills; 
and 

WHEREAS, It is apparent that there should be closer cooperation between 
the medical profession and commercial insurance companies issuing and 
marketing such policies; and 

Wuereas, The representatives of the insurance companies themselves 
have felt the same necessity for closer liaison; and 

Wuereas, A similar resolution to this has been approved by the house 
of delegates of the Medical Society of the State of Pennsylvania during 
its 104th annual session in Philadelphia on Oct. 18, 1954, with the direction 
that this resolution be presented to the House of Delegates of the American 
Medical Association in Miami, Fla.; therefore be it 

Resolved, That the proper subcommittee of the Council on Medical 
Service be instructed to sanction and stimulate the formation in each 
constituent state medical association of liaison committees on insurance, 
which committees shall include in an advisory capacity representatives of 
appropriate commercial insurance carriers. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


The report of the reference committee on Resolution No. 11 
will be found on page 54 of this issue of THE JouRNAL following 
Resolution No. 8. 


No. 12. Resolution on Relationship Between Component County 
Societies and Lay-Sponsored Health and Welfare Plans 


Dr. James Z. Appel, for the Pennsylvania delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Insurance and Medical Service: 


Wuereas, Serious problems have arisen within certain county medical 
societies in Pennsylvania as a result of the establishment, within the county, 
of medical facilities by lay-sponsored health and welfare plans; and 

Wuereas, Further difficulties have been experienced between individual 
physicians, county societies, and such lay-sponsored health and welfare 
plans that have engendered mutual distrust; and 

WHEREAS, The committee on medical economics of the Medical Society 
of the State of Pennsylvania was instructed to make a thorough study of 
these situations and to develop some standard procedure whereby these 
difficulties might be averted; and 

WHeREAS, The procedure developed by the Committee on Medical Eco- 
nomics of the Medical Society of the State of Pennsylvania has been 
tested on two occasions in Pennsylvania with gratifying results; and 

WHEREAS, The procedure has been approved by the house of delegates of 
the Medical Society of the State of Pennsylvania; and 

WHEREAS, The board of trustees of the Medical Society of the State of 
Pennsylvania has directed that said procedure be presented to the House 
of Delegates of the American Medical Association in Miami, Fla.; therefore 
be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation approve the following as principles of procedure to guide component 
county societies when confronted with the proposed establishment within 
their respective counties of medical facilities by lay-sponsored health and 
welfare plans: 

Controversies that may develop between medical facilities established by 
lay-sponsored health and welfare plans and local county medical societies 
should be resolved at the local level. To accomplish this, each county society 
should have in continuous existence a special committee to act as a liaison 
committee between the county society and such lay-sponsored plans. 

Whenever a lay-sponsored organization indicates a desire to establish 
a new medical facility or to expand an existing medical facility in any 
community, the liaison committee of the county society should meet with 
the lay-sponsored plan and create a joint committee. The joint committee 
should be composed of members of the county medical society liaison com- 
mittee, representatives of the group proposing the new medical facilities, 
and community leaders (mutually agreeable to both the aforementioned 
parties) well versed in health needs. 

The joint committee shall (1) make a careful study of existing medical 
and health facilities, (2) determine the current needs of the community 
involved, (3) receive a complete revelation of the organization contemplated 
with its functions clearly defined, (4) receive and review the charter or 
papers of intended incorporation of the proposed new medical facility, 
(5) receive a statement of methods of operation and estimated costs under 
the proposed new facility, and (6) present all data and decisions to the 
parent groups for action. 

There shall be no duplication of already existing medical facilities that 
were being professionally and economically performed to the satisfaction of 
the joint committee. The findings and activities of the joint committee, as 
well as the actions taken by the organizations they represent, shall be held 
in mutual confidence until final action is taken. The county medical society 
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Shall study the report of its liaison committee and offer approval, dis 
approval, or compromise to the joint committee, being guided by the rules 
of medical ethics as laid down by the American Medical Association 
Should there be complete disagrcement between the county medical society 
and the group sponsoring the new facility, either party shall have the right 
to request aid from the state society, which shall designate either a standing 
Or a special committee to assist in arriving at a satisfactory solution of 
the problems involved. If the parties concerned are still in discord after 
the aforementioned procedures are carried out, they shall have the right 
to appeal to the appropriate committee of the American Medical Associ- 
ation for further aid in the solution of their differences. The entire member- 
ship of the county medical society should be advised of the final action 
Once agreement is reached in favor of the establishment of a new medical 
facility by a lay-sponsored organization, the county medical society should 
aid to the full extent of its abilities in the recruitment of qualified medical 
personnel to serve in the new facility. Furthermore, once an agreement is 
reached at the local level, neighboring county medical societies and the 
State medical society shall be given records of all pertinent data and the 
final action taken by the county medical society involved 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. William M. Skipp, Chairman, presented the following 
report, which was adopted: 

Resolution No. 12 on Relationship Between Component 
County Societies and Lay-Sponsored Health and Welfare Plans: 
No action was taken by your reference committee on this reso- 
lution, since the committee feels that the resolution was largely 
informative. Your committee would refer it to the Board of 
Trustees for its information and disposition. 


No. 13. Resolution on Creation of Committee on Geriatrics 

Dr. James Z. Appel, for the Pennsylvania delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Reports of Board of Trustees and 
Secretary: 

WuHerEAs, Advances made by medicine have markedly increased the life 
expectancy of the general public; and 

WHEREAS, This increase in life expectancy has created an increasing 
population in the older age groups; and 

WHEREAS, The particular clinical problems presented by this older age 
group are becoming more definitely defined; and 

WHEREAS, There is a need to focus all of the medical problems of this 
older age group through organized medicine; and 

WHereas, There are in many state and county medical societies already 
existing committees on geriatrics or gerontology; and 

Wuereas, A resolution similar to this resolution has been approved by 
the house of delegates of the Medical Society of the State of Pennsylvania 
in its 104th annual session, Oct. 18, 1954, with the direction that this reso- 
lution be presented to the House of Delegates of the American Medical 
Association meeting in Miami, Fla.; therefore be it 

Resolved, That the Board of Trustees of the American Medical Associ- 
ation be directed to consider the creation of an organization on geriatrics 
within the present structure of the American Medical Association, the 
purpose of which shall be (1) to develop and assist committees on geri- 
atrics and gerontology originating from constituent state associations and 
component county societies of the American Medical Association; (2) to 
act as a liaison between such state and county committees so there shall be 
a free flow of information between all levels of organized medicine on the 
subject of geriatrics; (3) to make available to the American people such 
facts, data, and opinions concerning the subject of geriatrics as may be 
considered of value in alleviating social and medical problems created by 
the increasing population of older age groups; and (4) to perform such 
other duties as will improve and advance the medical care rendered to 
people of the older age group. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Eugene F. Hoffman, Chairman, presented the following 
report, which was adopted: 

Resolution No. 13 on Creation of Committee on Geriatrics: 
Insofar as the Board of Trustees is asked to consider the creation 
of a committee on geriatrics, your committee recommends 
approval of this resolution. 


Report of American Medical Education Foundation 
The introduction of resolutions was interrupted by the Speaker 
for the presentation of the report of the American Medical 
Education Foundation (see THE JOURNAL, Nov. 6, 1954, pages 
987-989) by its President, Dr. Louis H. Bauer, which was referred 
to the Reference Committee on Miscellaneous Business. 
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Dr. Bauer made the following additional remarks regarding 
the foundation: 


The foundation has no formal supplementary report, but I 
would like to bring you up to date on the funds which have 
been contributed. As of today, the amount that has actually been 
contributed is $1,120,000, which is $32,000 more than was the 
case last year at this time. We hoped that we might get 2 million 
dollars this year, but we are not going to make it. If we are 
lucky, we might get up to $1,250,000 by the end of the year. 

There are a few things I would like to say relative to the 
foundation. There has been distributed to you a report from 
the Board of Trustees relative to the fact that the American 
Medical Association will contribute only $100,000 instead of 
$500,000, and from remarks that have been made to me during 
the course of the day, I am afraid perhaps that is being mis- 
understood. I am not on the Board of Trustees any more, so I 
have no right to speak for them, but I believe they would second 
what I am going to say, and that is that the Board of Trustees 
is not only just as much interested in medical education and the 
success of the American Medical Education Foundation as it 
ever was, but it is even more so. Now you cannot give what 
you have not got, except the government— it does, but we cannot. 
The only way that the American Medical Association could 
continue to give a half million dollars would be to increase the 
dues of the Association, unless it wanted to go into its reserve, 
which would not be very sound financial policy. Instead of 
increasing the dues, I think the Board feels, and again I am 
speaking personally, and I have not any right to speak for them, 
that the contributions should be on a voluntary basis, and it is 
up to the physicians themselves to absorb this difference in 
contribution. 

I was on the Board when the fifth contribution of a half 
million dollars was made, and it has been made for four suc- 
cessive years; it was done, although I don’t like the word because 
of its former association, as a pump-priming project, with the 
idea of getting this thing off the ground to a start until the 
physicians of the country could be alerted and impressed with 
the importance of supporting medical education themselves. It 
never was intended that the Association’s funds should be used 
for this purpose indefinitely. Now they have come to the point 
where they cannot be. In one way I think perhaps it is a good 
thing, because I think there have been too many men who have 
felt that their obligations were all taken care of because the 
American Medical Association had made contributions, a part 
of which came out of their dues, and therefore they felt that 
they had no further obligation. 

Gentlemen, judging by the applause at a certain period this 
afternoon, I gathered you did not think much of the government 
getting into voluntary insurance. I think you also don’t want 
the government to get into medical education. If you read the 
papers recently, you saw that the National Fund for Medical 
Education presented an award to President Eisenhower because 
of his interest in medical education and his stand for the free- 
dom of medical education. Although I don’t have the quotation 
in the newspaper before me, in substance I think he said that 
it would be most unfortunate if medical education ever came 
under the dead hand of bureaucracy. Well, I am sure you agree 
with that, but I am even more afraid of the live “and of 
bureaucracy than I am of the dead hand. 


I was also very much stirred to see the statement by the 
president of the American College of Surgeons to the effect that 
he thought a bill could be written that would prevent the govern- 
ment’s getting control of medical education; that it would be all 
right; that something would have to be done pretty soon and 
that we might have to accept government funds. I am not going 
to argue as to whether such a bill can be written in that way or 
not. I doubt it, personally. But we can be sure of this, that unless 
we meet the challenge that has been thrown down to us in 
supporting medical education, the government is going to pick 
it up, and probably it won’t be without controls, of which we 
shall not approve. The physicians of the United States could kill 
this bill themselves if they would, but we have another organiza- 
tion that is joining in with us to meet the financial needs of 
medical education, namely, the National Fund for Medical Edu- 
cation. They are going after industry, and their contributions are 
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increasing also. For the first time, I think what they have col- 
lected exceeds what we have collected. I think they are only at 
the beginning. 

This problem can be solved. Medical education needs 10 
million dollars more a year than it has been getting. The medical 
profession could supply that if every physician in the country 
would contribute even $30 a year, but we are depending on 
industry to meet the gap, because medical education is also of 
interest to them. No matter what particular field you are in, 
you are interested in the type of physician you have, and the 
type of physician you have depends on the education that he 
receives. 

There is a constant cry for more physicians, more medical 
schools. They are in the offing. But there are going to be less 
medical schools and less high standards in medical education 
unless the financial needs can be met. I think now is a very good 
chance for every physician to do his part in meeting the needs 
of medical education, and if we do that, not only shall we have 
no fear of government domination of medical education, but 
also there will be no trouble whatever in seeing that the standards 
of our medical schools are kept at the point where they are 
now, as high or higher than anywhere else in the world; it is 
distinctly up to us, and if we fall down on the job, then it is 
going to be too bad, I am afraid. We have an extra challenge 
given us this year, because we cannot depend on nearly half of 
our donations to medical schools coming from the treasury of 
the American Medical Association, so we want you physicians to 
go home and see to it that the physicians in your community 
understand the needs of this situation and the importance of 
their picking up the slack that we have got to meet this next year. 


Award of Merit from American Medical Education 
Foundation 


Dr. Louis H. Bauer presented to the Chairman of the Board 
of Trustees, Dr. Dwight H. Murray, with the following remarks, 
an award of merit, signed by the officers of the foundation: 


To show you what the American Medical Education Founda- 
tion does think of the American Medical Association, I have 
here something that I wish to present to the Chairman of the 
Board of Trustees. This is an award of merit from the American 
Medical Education Foundation: “To the American Medical 
Association for your outstanding contribution to the preservation 
and continuance of the high standards ot medical education in 
the United States of America.” 


There is just one more thing I want to say, and that is, al- 
though the American Medical Association has cut down its 
general contribution, bear in mind that since the very beginning 
of this, the Association has absorbed all the expenses of the 
foundation, so that every dollar that is contributed to the founda- 
tion goes to medical education. Not one cent is deducted for 
administrative purposes; it all goes to medical education, and 
the American Medical Association has been absorbing those 
expenses as well as making its contribution. I think we owe the 
Association a great vote of thanks for that, as well as for the 
contributions. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Frank J. Elias, Chairman, presented the following report, 
which was adopted: 


Report of the American Medical Education Foundation: Your 
reference committee is pleased to note that the American 
Medical Education Foundation has made substantial progress in 
creating a new and stable source of income for the nation’s 
medical schools. On the other hand, we regret that the American 
Medical Association has been compelled to curtail its generous 
annual contributions. This decrease in income to the American 
Medical Education Foundation places on the shoulders of the 
membership the responsibility for wider participation. Plans such 
as those employed in Illinois, Utah, Arizona, California, New 
York, Pennsylvania, and the District of Columbia deserve the 
serious consideration of all state medical societies. It is the 
opinion of your reference committee that this is of vital im- 
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portance to the preservation of freedom of medical education. 
Your committee recommends appropriate recognition of the 
generous contribution of the Woman’s Auxiliary. 


No. 14. Resolutions on Essentials of an Approved 
Internship 


Dr. Wendell C. Stover, for the Indiana delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 


WHEREAS, The House of Delegates of the American Medical Association 
at the Clinical Meeting in Denver, Dec. 2 to 5, 1952, adopted the report 
of the Advisory Committee on Internship, together with Essentials of an 
Approved Internship, with the belief that the Council on Medical Education 
and Hospitals would use its discretion in the application of the new 
requirements to individual hospitals; and 

WHEREAS, This report recommends “‘That no new hospitals should be 
encouraged to apply for approval in the absence of arrangements for 
outpatient experience integrated with inpatient care and that in the fore- 
seeable future all hospitals lacking this should not be continued on the 
approved list”; and 

Wuereas, Confusion has arisen as to what constitutes an outpatient 
department and thus qualifies a hospital for acceptance on the approved list 
for interns; and 

WHEREAS, Present ruling of the American Medical Association Advisory 
Committee on Internships would seem to discriminate against those hospitals 
that do not have established outpatient departments as defined by this 
committee and thus unfairly make it impossible to obtain interns; and 

WHEREAS, The entire state of Indiana has only two hospital units providing 
full outpatient care; and 

Wuereas, Intern training in most general hospitals includes emergency 
department service, outpatient x-ray and outpatient laboratory service, and 
other allied services that are rendered by large hospital outpatient depart- 
ments; and 

WHEREAS, The full scale outpatient department is practical only in medi- 
cal centers where a large number of indigent cases are available; and 

Wuereas, The establishment of such full scale outpatient departments 
would tend to place more hospital institutions in the private practice of 
medicine; and 

WHEREAS, Such departments in private hospitals are not for the best 
interests of the patient as they tend to destroy the individual free choice 
of physicians by patients and thus alter the physician-patient relationship; 
now therefore be it 

Resolved, That this section of the report be rescinded by the House of 
Delegates of the American Medical Association and that the House of 
Delegates go on record as opposed to any future policies or actions that 
tend to encoursge hospitals to encroach on the private practice of medicine; 
and be it further 

Resolved, That the Indiana State Medical Association be hereby requested 
to call the above subject matter to the immediate attention of the American 
Medical Association by like resolution. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 

Resolutions No. 14 on Essentials of an Approved Internship: 
Your reference committee in its review and study noted that the 
resolutions referred principally to a report of the Advisory Com- 
mittee on Internships that was accepted by the House of Dele- 
gates in December, 1952, but the reference committee wishes 
to call attention to the fact that the Essentials of an Approved 
Internship was in its last edition also revised subsequent to this 
date and does not contain the features of the report objected 
to in the second paragraph of these resolutions. Your reference 
committee further noted in the last edition of the Essentials of 
an Approved Internship that outpatient experience with ambula- 
tory patients is advocated during the internship but has not been 
made a mandatory provision, and it was apparent to your refer- 
ence committee in a spot check type of survey that about 80% 
of approved internships provide for an acceptable type of ex- 
perience with ambulatory patients, but it is pointed out that 
the remaining 20% of the hospitals do not have this experience 
and yet have been approved. It is thus apparent that the Council 
on Medical Education and Hospitals has not assumed an arbi- 
trary interpretation of the Essentials. Your reference committee, 
therefore, recommends that the Essentials of an Approved 
Internship revised to December, 1952, be not changed at this 
time and that the resolution be not adopted. 
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No. 15. Resolutions on Physician-Hospital Relationships 


Dr. Eli S. Jones, for the Indiana delegation, introduced the 
following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 


WHEREAS, The subject of physician-hospital relationships has been con- 
sidered by the House of Delegates of the American Medical Association 
for the past 20 years; and 

WHEREAS, These considerations resulted in the adoption by the House 
of Delegates of the American Medical Association of the Guides for 
Conduct of Physicians in Relationships with Institutions in December, 
1951; and 

WuHereas, Further study of physician-hospital relationships by a joint 
committee of the boards of trustees of the American Medical Association 
and the American Hospital Association resulted in the adoption by the 
House of Delegates of the American Medical Association in June, 1953, 
of the report of this joint committee, entitled “Report of the Joint Com- 
mittee on Hospital-Physician Relationships of the Boards of Trustees of 
the American Medical Association and the American Hospital Association”; 
and 

WHEREAS, The House of Delegates of the American Medical Association 
emphasized that this joint report is supplemental to and does not repeal 
the guides of 1951; and 

Wuereas, There is no conflict in the guides of 1951 and the report of 
the joint committee of 1953; and 

Wuereas, This action of the House of Delegates of the American Medical 
Association in December, 1953, was necessary to the proper understanding 
of the policy of the American Medical Association on physician-hospital 
relationships; therefore be it 

Resolved, That the principles of physician-hospital relationships as out- 
lined in the guides of 1951 be reaffirmed by the House of Delegates of the 
American Medical Association; and be it further 

Resolved, That these guides of 1951 serve as the basis for the consider- 
ation of the physician-hospital relationships by the joint committee of the 
Boards of Trustees of the American Medical Association and the American 
Hospital Association; and be it finally 

Resolved, That the delegates to the American Medical Association from 
the Indiana State Medical Association be instructed to introduce this 
resolution in the House of Delegates of the American Medical Association 
at the interim session of 1954. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Walter P. Anderton, Chairman, presented the following 
report, which was adopted: 

Resolution No. 15 on Physician-Hospital Relationships: Your 
reference committee endorses this resolution with the exception 
of the last resolved, which is irrelevant, and wishes to stress 
the fact that the joint report on physician-hospital relationships 
of June, 1953, is supplemental and does not repeal the guides 
of 1951. 


No. 16. Resolutions on Accreditation of Hospitals 


Dr. Wendell C. Stover, for the Indiana delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 


WHEREAS, This House of Delegates at its 1953 session endorsed and 
commended the Joint Commission on Accreditation of Hospitals for its 
work and made several suggestions to it designed to help it in its work; and 

WHEREAS, Many hospitals have since been surveyed by the commission 
or are anticipating surveys in the future; and 

WHEREAS, Examples are beginning to appear of instances in which certain 
of such hospitals are using these surveys as justification for many changes 
in their medical staff regulations and are presenting new constitutions and 
bylaws to their staffs; and 

WHEREAS, It was the recommendation of this House in 1953 that such 
changes ought properly to be initiated by the staff itself; and 

Wuereas, Many of these hospital-initiated changes have been arbitrary, 
beyond the requirements set up by the commission, and even on occasion 
unfairly discriminatory, placing wholly unnecessary restrictions on the 
medical staff; and 

WHEREAS, It is the belief of this House that such was never the purpose 
or the intention of the commission or of the five agencies that created it, 
or of the Indiana State Medical Association; now therefore be it 


Resolved, That the Indiana State Medical Association protest such 
action, both directly and with the assistance of the proper officers of the 
American Medical Association, to the commission whenever such abuses 
occur or have already occurred, and urge on the commission the imperative 
need for clear direction from it to all hospitals that the commission is 
opposed to unnecessary and punitive measures taken against members of 
the medical staffs, and will score them adversely for such action; and be 
it further 

Resolved, That the permanent Committee on Medical Education and 
Hospitals of the Indiana State Medical Association distribute copies of this 
resolution to the secretaries of each hospital staff in the state of Indiana, 
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together with the recommendation that each hospital staff become familiar 
with the regulations promulgated by the Joint Commission on Accredita- 
tion; and be it further 

Resolved, That hospital inspections by the joint commission be made only 
with the full knowledge of the medical staff and the hospital board, and 
that such inspection be conducted with a representative of each department 
of the staff, and that at the conclusion of the inspection the findings be 
presented to the entire staff. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Walter P. Anderton, Chairman, read the following re- 
port, which was adopted: 

Resolution No. 16 on Accreditation of Hospitals: Your 
reference committee has considered the resolution as sub- 
mitted and feels that the subject matter and the thought behind 
the resolution will be resolved by the adoption of the following 
substitute resolution: 

Resolved, That the Secretary of the American Medical Association be 
directed to request that the Joint Commission on Accreditation of Hos- 
pitals supply a copy of the letter of notification regarding the results of 
the survey of each hospital to the hospital administrator, to the chief of 
the professional staff, and to the chairman of the governing board of the 
hospital. 

No. 17. Resolution on Grievance Committees 


Dr. William H. Halley, for the Colorado delegation, pre- 
sented the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 


Wuereas, The efficient organization and impartial operation of boards 
and committees of the constituent associations and component societies 
that are designed to investigate and adjudicate complaints concerning the 
professional conduct of physicians is a major public service of the medical 
profession; and 

WHEREAS, Maintenance of high standards for the operation of such 
professional self-policing bodies is an established goal of American medicine, 
although standards for the guidance of such bodies have not as yet been 
reduced to writing on a national scale; now therefore be it 

Resolved, That the Board of Trustees is requested to appoint a nationally 
representative special committee, to consist of representatives of successful 
mediation or grievance committees howsoever they may be entitled in the 
various states, to study this problem and recommend through the Board 
of Trustees to the House of Delegates such standards as may be pro- 
mulgated by the American Medical Association as a guide to the organiza- 
tion and functioning of such bodies in the constituent associations and 
component societies. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Frank J. Elias, Chairman, read the following report, 
which was adopted: 

Resolution No. 17 on Grievance Committees, and Resolution 
No. 26 on Establishing Recommended Standards for Mediation 
Committees: Your reference committee endorses the principles 
embodied in Resolutions No. 17 and 26 and recommends to 
the Board of Trustees that it appoint a committee to study and 
report to the Board of Trustees recommended standards for 
operation of this service. 


No. 18. Resolution on Reactivation of Essential Machinery 
Used in National Education Campaign 


Dr. Raymond M. McKeown, for the Oregon delegation, 
introduced the following resolution, which was referred to the 
Reference Committee on Reports of Board of Trustees and 
Secretary: 

WuerEas, Since the National Education Campaign was terminated in 
1951, there has been a marked decline in the interest and efforts of the 
members of the Association and many other organizations in combatting 
national legislation for socialized medicine; and 

Wuereas, Many bills providing for federal subsidies of limited fields of 
medical care and of medical education continue to be introduced in 
Congress; and 

Wuereas, These bills would accomplish the socialization of medical 
service and medical education by degrees and need to be opposed as 
vigorously as legislation providing for immediate and complete socializa- 
tion; and 

WHuHeRrEAs, Since the termination of the National Education Campaign, 
the members of Congress have become much less conscious of the evils of 
socialized medicine and federal subsidies of medical service and medical 
education and the strong opposition of the medical profession and many 
other individuals and groups to such proposals; therefore be it 

Resolved, That the Board of Trustees be authorized and directed to 
reactivate, at least on a limited basis, the essential machinery used in the 
National Education Campaign. 
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REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES 
AND SECRETARY 


Dr. Eugene F. Hoffman, Chairman, read the following 
report, which was adopted: 

Resolution No. 18 on Reactivation of Essential Machinery 
Used in National Education Campaign: Your committee be- 
lieves that this work is now being done by the Washington 
Office and the Public Relations Department and that in a case 
of emergency there would be no delay in implementing the 
necessary machinery to accomplish the necessary activities. 
Your committee, therefore, recommends disapproval of Reso- 
lution No. 18. 


No. 19. Resolutions on Development of More Effective 
Mediums for Informing Members About National 
Legislation and Social and Economic Factors 
Affecting Medical Practice 


Dr. Raymond M. McKeown, for the Oregon delegation, 
introduced the following resolutions, which were referred to 
the Reference Committee on Reports of Board of Trustees and 
Secretary: 

WHEREAS, It is essential that the members of the Association be con- 
tinuously informed concerninz national! legislation and social and eco- 
nomic factors affecting medical practice; and 

WHEREAS, This information must be presented in such concise and 
attractive form as to command the attention and interest of the members; 
and 

Wuereas, The Secretary’s Letter and the Washington Letter, which are 
sent to key members throughout the country, and the Washington News 
column of THE JOURNAL contribute materially toward meeting this need; and 

WHEREAS, It may be possible to evolve a more effective medium or more 
effective mediums for accomplishing this purpose; therefore be it 

Resolved, That the Board of Trustees be authorized and directed to 
study the possibility of developing such a medium or mediums and, if the 
Board evolves a suitable plan, to place it in immediate operation; and be 
it further 


Resolved, That in making this study the Board of Trustees solicit sug- 
gestions from the constituent state and territorial associations. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 
Dr. Eugene F. Hoffman, Chairman, submitted the following 
report, which was adopted: 


Resolution No. 19 on Development of More Effective Me- 
diums for Informing Members About National Legislation and 
Social and Economic Factors Affecting Medical Practice: Your 
reference committee would suggest to the Board of Trustees 
that a page in THE JoURNAL every two weeks or every month 
containing a concise report from the Washington Office and a 
report of bills pending may partially answer this request. How- 
ever, we suggest that the Board of Trustees fully explore this 
problem. Your committee recommends approval of Resolution 
No. 19. 


No. 20. Resolution on Immunization By Health Departments 


Dr. Woodruff L. Crawford, Section on Pediatrics, introduced 
the following resolution, which was referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 


WHEREAS, The American Medical Association is anxious for all children 
to have the benefit of proper immunizing procedure; and 

WHEREAS, In many communities adequate immunization is not given 
because of many reasons, among them laxness of the physician in shoulder- 
ing his responsibility, and failure of the parents to be properly informed or 
neglectful for economic reasons; and 

WHEREAS, For the above or other reasons, in many communities health 
departments perform these services, often on people who can afford private 
care and for parents who are uninformed that the free services are for 
those who are medically indigent; therefore be it 

Resolved, That the Section on Pediatrics of the American Medical Asso- 
ciation recommends that the following statement appear on all cards of 
city, county, and state health departments that request parental permission 
for immunization procedures for children: 

If you cannot afford immunization by your private physician, and 
he wishes to have the ............ Health Department perform the 
indicated procedure, kindly indicate by your signature your willingness 
to have this done. 
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REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 
Dr. Warde B. Allan, Chairman, presented the following 
report, which was adopted: 


The second resolution referred to your committee was from 
the Section on Pediatrics, the subject being Resolution No. 20 
on Immunization by Health Departments. Your committee 
looks with favor on the content of this resolution but would 
like to amend the last paragraph to read: “If your private 
physician desires the — — — Health Department to have 
immunization procedures performed, please indicate by your 
signature your willingness to have this done.” 


No. 21. Resolution on Medical Literature Abstracts 


Dr. Warde B. Allan, Maryland, introduced the following 
resolution, which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary: 


Wuereas, There has recently been a change in the Medical Literature 
Abstracts section of THE JOURNAL; and 

WHEREAS, This change has resulted in the Medical Literature Abstracts 
section degenerating into just another medical abstract and not a very good 
one at that; and 

WHEREAS, The change has resulted in great dissatisfaction among a 
great many of the members of the American Medical Association because 
the old system gave the thousands of general practitioners and members of 
all the medical specialties in the Association a chance to glance over the 
table of contents of all of our medical journals, and then get from the 
library the articles they wanted to read; and 

Wuereas, It is impossible for any physician to subscribe to all the 
journals that might publish articles in which he is interested; and 

Wuereas, The change in the abstract system has caused not only dis- 
satisfaction by inconvenience to many of the members by changing a 
unique and invaluable system to an ordinary run-of-the-mine system, 
which necessarily cannot be very good or very comprehensive because there 
are too many specialties represented in the American Medical Association; 
therefore be it ’ 

Resolved, That this body urgently requests the Board of Trustees to 
direct a return to the former unique and invaluable system, which, in the 
minds of many physicians, was far the most valuable part of THE JOURNAL. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 

Dr. Eugene F. Hoffman, Chairman, submitted the following 
report, which was adopted: 

Resolution No. 21 on Medical Literature Abstracts: Your 
committee again calls attention to the report of the Editor of 
THE JOURNAL concerning the two surveys made in 1950 and 
1953. These surveys covered many facets of the publication of 
THE JouRNAL. The knowledge gained by these surveys was used 
to improve this publication. Insofar as there have been a 
limited number of criticisms and much praise for the policies 
instituted, your committee recommends disapproval of Resolu- 
tion No. 21: 


No. 22. Resolutions on General Practice of Medicine 


Dr. John S. DeTar, for the Michigan delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 


Whereas, The problem of providing sufficient numbers of doctors of 
medicine interested in general practice is paramount in rendering com- 
prehensive medical care to the American people; and 

Whereas, Lack of interest in entering general practice by interns and 
residents indicates an increasing shortage of general physicians, in spite of 
apparent increase of interest in that field during formal medical school 
training; and 

Wuereas, The difficulty in securing hospital staff membership and 
privileges is intimately related to the dearth of general practice personnel; 
therefore be it 

Resolved, That the American Medical Association’s Council on Medical 
Education and Hospitals be instructed to conduct an exhaustive study of the 
problems of the general practice of medicine, including (a) a definition of 
its scope and its limitations; (b) the adequacy of training for general 
practice including medical school, internship and residency instruction, and 
preparation for general practice and its effect on the supply of general 
practitioners; (c) the problems created for general physicians by the 
limitation of their hospital privileges and the effect of these practices on 
the quality of medical care; and (d) other problems related to the general 
practice of medicine as they affect the quality, cost, and adequacy of the 
medical care of the American people; and be it further 
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Resolved, That the Council on Medical Education and Hospitals be 
requested to report the findings of this study in whole or in part to this 
House of Delegates in December, 1955, and to present plans whereby the 
training for general practice may be improved and the integration of 
general physicians into hospital organizations facilitated and that the 
Board of Trustees be requested to appropriate sufficient funds to enable 
the Council to conduct this study. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 

Dr. Walter P. Anderton, Chairman, read the following 
report, which was adopted: 

Resolution No. 22 on General Practice of Medicine: Your 
reference committee recommends that the House of Delegates 
refer this resolution concerning the general practice of medi- 
cine to the Board of Trustees, because the resolution covers 
more than is within the scope of the Council on Medical Edu- 
cation and Hospitals, because it is stated that the Commission 
on Education of the American Academy of General Practice 
is instituting a similar study, and because the implementation 
of this resolution requires funds. 


No. 23. Resolution on Expansion of American Medical 
Association Administrative Facilities 

Dr. Ralph A. Johnson, for the Michigan delegation, pre- 
sented the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 

Wuereas, The development and effectiveness of scientific medicine with 
comparable demand for its distribution places health care economically on 
the level of a nationwide enterprise; and 

Wuereas, If we desire medicine to remain within the realm of private 
enterprise and our leaders to continue to determine its policies, free from 


pressure groups who presume federal health insurance to be the answer, 
we should follow the methods of successful private enterprise; and 


Wuereas, The organization of the American Medical Association is a 
representative one from the President, Board of Trustees, and executive 
Office down through the state and county societies and should remain as 
presently organized; and 

WHEREAS, If the American Medical Association is to lead the health pro- 
fession and the allied organizations in the ways of private enterprise, we 
must aid our officers and delegates and relieve the Board of Trustees from 
duties requiring extraordinary amounts of time by the expansion of the 
administrative and fact-finding facilities at headquarters; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation request the Speaker to appoint a committee of the House to (a) study 
the problems set forth in this resolution, and (b) present a report, in whole 
or in part, to the House of Delegates at its annual meeting in June, 1955. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Frank J. Elias, Chairman, submitted the following re- 
port, which was adopted: 

Resolution No. 23 on Expansion of American Medical Asso- 
ciation Administrative Facilities: Your reference committee 
desires to approve this resolution in principle, and recommends 
that the Speaker of the House of Delegates appoint a commit- 
tee of the House of Delegates to determine if there is need 
for a survey of the administrative organization of the American 
Medical Association. This committee should be instructed to 
report to the House of Delegates at the June, 1955, session. 


No. 24 


It was announced by the Speaker that Resolution No. 24, 
which had been distributed to the delegates with the other 
mimeographed resolutions, was a duplicate of Resolution No. 8, 
and would not be referred to any reference committee. 


No. 25. Resolution on Medical Officer Procurement for 
Department of Defense 


Dr. J. P. Culpepper Jr., for the Mississippi delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Medical Military Affairs: 


Whereas, Existing procurement policies for medical officers by the 
Department of Defense are admittedly founded on short-term, emergency 
considerations; and 

WHEREAS, Medical care for members of the armed forces and their 
dependents is frankly a source of continuing concern as well as a morale 
problem; and 

Wuereas, Uncertainties and inequities visited on younger members of 
the profession by the doctor draft will ultimately affect adversely the pro- 
fession’s service to the nation; now therefore be it 
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Resolved, That the American Medical Association actively support the 
enactment of legislation to provide for voluntary recruitment of medical 
personnel through federal medical scholarships and suitable career com- 
pensations in building a permanent, adequate, medical department for the 
defense establishment. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 


(NOTE: The reference committee considered Resolution 
No. 25 in conjunction with the report of the Board of Trustees 
on the Council on National Defense and supplementary reports 
of the Board E and S. This report of the reference committee 
will be found on page 1599 of the Dec. 25, 1954, issue of 
THE JOURNAL.) 


No. 26. Resolution on Establishing Recommended 
Standards for Mediation Committees 


Dr. J. P. Culpepper Jr., for the Mississippi delegation, intro- 
duced the following resolution, which was referred to the 
Reference Committee on Miscellaneous Business: 

WHEREAS, The device of the mediation committee has proved its useful- 
ness both to medicine and the public it serves; and 


WuerEAas, There are recognized imperfections in the operation of these 
committes throughout the nation that can and ought to be remedied to the 
end of making more effective this vital public service; now therefore be it 


Resolved, That the Board of Trustees appoint a committee of not less 
than 5 nor more than 15 representatives from constituent societies in which 
mediation committees have been effective and useful; this committee shall 
study and report to the Board of Trustees recommended standards for 
operation of this service. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


The report of the reference committee on Resolution No. 26 
will be found following Resolution No. 17 on page 58 of this 
issue Of THE JOURNAL. 


No. 27. Kesolution on Dr. Paul Timothy Talbot 


Dr. James Q. Graves, for the Louisiana delegation, intro- 
duced the following resolution, which was adopted without 
referral by a unanimous rising vote: 


WuHerEAs, The late Dr. Paul Timothy Talbot was for 32 years secretary- 
treasurer of the Louisiana State Medical Society and worked diligently 
and in close relationship with the American Medical Association and 
organized medicine as a whole; and 

WHEREAS, This distinguished and able gentleman had an exemplary 
character and devoted his life to unselfish labor for improved and betier 
service by the medical profession to the public; therefore be it 

Resolved, That this House of Delegates give a vote of approval to Dr. 
Talbot for his long service in organized medicine, and that this body send 
a letter of sympathy and condolence to his bereaved daughters. 


No. 28. Resolutions on Policy of Medical Practice 
By Tax-Supported Medical Schools 


Dr. J. P. Culpepper Jr., for the Mississippi delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 


WHEREAS, It is imperative that a climate of free enterprise and ethical, 
private professional practice prevail toward the end of providing all 
Americans with the best possible medical care; and 

WHEREAS, Corporate, and tax-subsidized practice manifestly defeats these 
ends of service; and 

WHEREAS, There patently exists a barrier to these ends in the device of a 
tax-supported medical school that is engaged in the practice of medicine 
in which fees are levied and collected under a policy allowing this practice 
to employed physicians; now therefore be it 

Resolved, That the American Medical Association reaffirm its unalterable 
opposition to socialized and state subsidized medicine regardless of the 
form that it may assume; and be it further 


Resolved, That the House of Delegates of the American Medical 
Association is of the opinion that these principles shculd be considered by 
constituent and component medical societies together with all other facts 
pertinent to the local situation in all controversies arising in the employ- 
ment of the medical faculty by state (tax) supported medical schools and be 
fully considered in effecting action within the framework of this policy. 
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REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. Walter P. Anderton, Chairman, presented the following 
report, which, after discussion, and a motion to amend was 
defeated, was adopted: 

Resolution No. 28 on Policy on Medical Practice by Tax- 
Supported Medical Schools: Your reference committee, while 
reaffirming the portion of the resolution regarding the unalter- 
able opposition to socialized medicine on the part of the Ameri- 
can Medical Association, recommends that this resolution be 
referred, without approval or disapproval at this time, to the 
Council on Medical Service, which is currently undertaking a 
thorough study of the various aspects of this subject. 


No. 29. Resolution on Death of Dr. Fred H. Muller 


Dr. Percy E. Hopkins, for the Illinois delegation, introduced 
the following resolution, which was adopted, without referral, 
by a unanimous standing vote: 

Wuereas, Dr. Fred H. Muller, a member of this House of Delegates from 
the Illinois State Medical Society, has served faithfully for many years; and 

WHEREAS, His untimely death on Nov. 23, 1954, has deprived this House 
of Delegates of his services and saddened his many friends; therefore be it 


Resolved, That this House of Delegates spread on the record of this 
meeting an expression of sympathy and forward to his wife and family a 
copy of this resolution. 


No. 30. Resolution on Commendation for Services of 
Speaker James R. Reuling and Vice Speaker 
E. Vincent Askey 


Dr. Willis H. Huron, for the Michigan delegation, presented 
the following resolution, which was adopted immediately by a 
unanimous rising vote: 

WHEREAS, Drs. James R. Reuling and E. Vincent Askey have served with 
devotion as presiding officers of the House of Delegates of the American 
Medical Association; and 

WuHerEAS, Their tact, sense of fairness, patience, and graciousness have 
been of inestimable value in regulating the procedures and discussions of 
the House; and 


WHEREAS, Their understanding and application of the ru'es of deliberative 
bodies have increased the effectiveness of the House as the legislature of 
the American Medical Association; therefore be it 

Resolved, That this House of Delegates does hereby express its admiration 
and gratitude to Drs. Reuling and Askey for conscientious service at this 
session and those of previous years in guiding the important work of the 
House of Delegates as it establishes official policy for American medicine. 


No. 31. Resolution on IlIness of Dr. John J. Masterson 


Dr. Walter P. Anderton, for the New York delegation, intro- 
duced the following resolution, which was ado ted, without 
referral, by a unanimous standing vote: 

Wuereas, Dr. John J. Masterson of Brooklyn, N. Y., came to Miami, 
Fla., in anticipation of a meeting of the House of Delegates of the American 
Medical Association, of which he is a member; and 

WHEREAS, That anticipation was in order to go fishing; and 

WHuHerEAS, After one day of catching whoppers, Dr. Masterson apparently 
strained himself and was stricken by acute appendicitis, not in piscatorial 
retribution; and 

WHerEAS, Dr. Masterson is at present convalescing satisfactorily amid 
Miami surroundings; therefore be it hereby 

Resolved, That this House of Delegates hereby extends our best wishes 
for rapid and complete recovery and many more days with Isaac Walton. 


No. 32. Resolution on Dr. W. L. “Buck” Pressly 


Dr. William Weston Jr., for the South Carolina delegation, 
presented the following resolution, which was adopted, without 
referral, by a unanimous rising vote: 


WHEREAS, The grim reaper has seen fit to take W. L. “Buck” Pressly 
from our midst; and 

Wuereas, Dr. “Buck’’ was long associated with this House of Delegates, 
both as a member of the House and as a member of the Council on Medical 
Education and Hospitals; and 


WuHereEas, Dr. Pressly through a most kindly disposition and magnetic 
personality made friends with all of those with whom he came in contact, 
was greatly beloved by the fellow members of his chosen profession, and 
held a unique place in the high esteem of the people of his community 
and his entire state; and 

WHEREAS, This House of Delegates had seen fit to award him the General 
Practitioner’s Medal for the year 1948, this being the second such award 
made by the House of Delegates of the American Medical Association; 
now therefore be it 


Resolved, That this House of Delegates in session assembled by unanimous 
action extend to his family its deepest sympathy in their bereavement. 
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Supplementary Report of Reference Committee 
On Credentials 

Dr. Walter E. Vest, Chairman, reported that 189 delegates 
had been seated and that the only constituent association not 
represented was the Alaska Territorial Medical Association. 
It was the Speaker’s opinion that this was a record, since the 
total number of delegates eligible to be seated in the House at 
the present time is 190. 


Contribution to American Medical Education Foundation 
By Utah State Medical Association 

Dr. George M. Fister, Utah, was given the privilege of the 
behalf of the physicians of Utah, the Utah State Medical 
Association to the American Medical Education Foundation, 
as follows: 

Mr. Speaker and Members of the House of Delegates: On 
behalf of the physicians of Utah, the Utah State Medical 
Association, I should like to say that they wish to contribute 
to the American Medical Education Foundation a check for 
$10,300. We realize this is small compared to many privately 
contributed amounts to this fund, but in presenting it we are 
anxious to call attention to what we have accomplished in 
Utah. Previous to the adoption of the Illinois plan in the State 
of Utah, I think the physicians of the state, of whom we have 
about 626 paid members in the organization, had contributed 
less than $3,000. The house of delegates of the Utah State 
Medical Association adopted the Illinois plan with an assess- 
ment of $20 per member, and we are now able to contribute 
to this plan over $10,000. The house of delegates of Utah has 
adopted the plan, and the continuation of this will go forward 
next year, and we hope the amount contributed will be larger 
for this worthy cause. 

The check was accepted with sincere thanks by Dr. Louis 
H. Bauer, president of the American Medical Education 
Foundation. 


Citation from National Citizens Committee for 
Educational Television 

The Speaker introduced Mr. James Keller, Chairman of the 
Community Television Foundation of South Florida, who pre- 
sented to Dr. Walter B. Martin, President, a citation for 
“pioneering vision and outstanding public service in helping to 
bring to the American community the advantages of educa- 
tional television.” In presenting the citation, Mr. Keller said: 

Gentlemen of the American Medical Association: As Chair- 
man of the Community Television Foundation of South Florida, 
I have been requested by the National Citizens Committee for 
Educational Television to present to you, Dr. Walter B. Martin, 
and the American Medical Association, this citation. Your 
organization, as a member of the National Citizens Committee 
for Educational Television, has endorsed and supported this 
new medium for education through your individual efforts, the 
use of the National Committee for Educational Television 
exhibit at meetings, and the distribution of material that would 
help to make your profession aware of the meaning and poten- 
tial of educational television. The National Committee for 
Educational Television is deeply grateful for the news items 
and the short pieces that have appeared in THE JouRNAL of 
the American Medical Association from time to time. It is 
with great pleasure and deep appreciation that I present this 
citation to you for the advancement of the community idea 
in the operation and control of educational television stations. 


Report of Reference Committee on Rules and Order 
of Business 

Dr. William H. Halley, Chairman, presented the following 
report, which was adopted with a rising vote of thanks: 

Mr. Speaker, Gentlemen of the House of Delegates: Your 
Reference Committee on Rules and Order of Business has a 
pleasant assignment. This committee enjoys the privilege of 
expressing to our hosts, the Woman’s Auxiliary of Florida, 
and the Dade County Medical Association the appreciation 
of all the members of the House of Delegates and of all the 
visiting physicians and their families for the extraordinary 
hospitality and the manifold courtesies that we have received. 
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The Speaker, Dr. James Reuling, and Dr. George Lull, called 
the attention of the committee to a resolution adopted at the 
10th Anniversary Meeting of the American Medical Association 
in Nashville, Tenn., and, with your permission, I shall read 
this resolution, which is 94 years old. It was presented by Dr. 
Zina Pitcher of Michigan, and it reads as follows: 

Resolved, That the members of this Association, as recipients of the 
cordial, generous, and elegant hospitality extended to them by the pro 
fession and citizens of Nashville, in placing on record an expression of 
thanks for the social amenities they have enjoyed during its 10th annual 
Session, wish also to leave behind them the assurance that the recollection of 
their short sojourn in Tennessee will be cherished as dearly as the remem- 
brance of the far-off sound of water by an exhausted and way-worn traveler. 


Gentlemen, your committee offers this 94-year-old resolu- 
tion as expressing the sentiments of all of us. substituting only 
“Miami” for “Nashville” and “Florida” for “Tennessee.” 

The House of Delegates adjourned sine die at 12:45 p. m., 
Wednesday, Dec. 1, 1954. 
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MEDICAL NEWS 


ALABAMA 

Mental Health Clinic—The division of mental hygiene, Ala- 
bama Department of Health, announces the opening of a new 
Mental Health Clinic in Montgomery, about Jan. 1, to serve 
Montgomery and surrounding counties. The staff will consist, 
initially, of a full-time psychiatric social worker and a part-time 
psychiatrist and clinical psychologist. 


CALIFORNIA 

Dr. Shryock Resigns as Dean.—After 10 years as dean of the 
School of Medicine of the College of Medical Evangelists, Loma 
Linda—Los Angeles, Dr. E. Harold Shryock has resigned from 
that position to return to full-time teaching in the department 
of anatomy, in which he has been a faculty member since 1934. 


United Cerebral Palsy Training Program.—Applications are be- 
ing accepted for the second course supported by United Cerebral 
Palsy Associations for personnel connected with the care of 
children who have cerebral palsy, to begin at Children’s Hospital, 
San Francisco, Feb. 1. The program includes (1) training on the 
growth and development of the preschool child and (2) training 
on the cerebrally palsied preschool child. The curriculum is set 
up to train students in occupational and physical therapy and 
nursery school teachers who wish to specialize in cerebral palsy 
work. Students will receive a stipend of $750 during the five 
months of the training program. Information and application 
forms may be had from Miss Helen B. Holodnak, Executive 
Director, United Cerebral Palsy of San Francisco Pre-Nursery 
Program, Children’s Hospital, 3700 California St., San Fran- 
cisco 18. 


COLORADO 

Personal.—After some 32 years of service, Dr. John G. Ryan 
has been retired from the faculty of the University of Colorado 
School of Medicine, Denver, with the rank of clinical professor 
of medicine emeritus. 


Medical Tercentenary Clinics—The medical committee of the 
Jewish Tercentenary Celebration of Denver, in conjunction with 
General Rose Memorial Hospital, Jewish Consumptives’ Relief 
Society, and National Jewish Hospital, announces a series of 
clinics in Denver Jan. 10 to 12 as part of a nationwide celebra- 
tion of the tercentenary of the arrival of the first Jews in 
America. Conducting the clinics will be Dr. John H. Garlock, 
surgeon, New York; Dr. Isidore Snapper, internist, New York; 
Dr. Laurence F. Greene, urologist, Rochester, Minn.; Dr. Harry 
H. Gordon, pediatrician, Baltimore; and Dr. Earle I. Greene, 
surgeon, Chicago. Details of the program may be obtained 
during registration at General Rose Memorial Hospital, Denver. 
There is no fee for these clinics. All physicians of Colorado are 
invited. 


Appointed Professor of Anatomy at Einstein College.—Dr. Ernst 
Albert Scharrer, since 1946 associate professor of anatomy at 
the University of Colorado School of Medicine, Denver, has 
been appointed professor and chairman of the department of 
anatomy at the Albert Einstein College of Medicine of Yeshiva 
University, New York. The college of medicine, the first new 
medical school to be established in New York City in more 
than 50 years, is now under construction and will admit its first 
class in September, 1955, with Dr. Marcus D. Kogel, former 
New York City commissioner of hospitals, as dean. Dr. Scharrer, 
who was born in Munich, Germany, has been a Sterling fellow 
at Yale University, New Haven, Conn.; an assistant at the 
University of Vienna, Austria; and an investigator at the Re- 
search Institute for Psychiatry in Munich. He was in charge of 








Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


the Neurological Institute at the University of Frankfort-on- 
Main before coming to the United States in 1937 to serve as a 
Rockefeller fellow at the University of Chicago. He later became 
assistant professor of anatomy at the Western Reserve Univer- 
sity School of Medicine, Cleveland. 


GEORGIA 

Called Meeting of State Association’s Delegates.—The first 
called meeting of the house of delegates of the Medical Associ- 
ation of Georgia in the history of the association was held 
Dec. 12, 1954, at the Dempsey Hotel, Macon, for discussion of 
the proposed plans for the operation of the Eugene Talmadge 
Memorial Hospital now under construction in Augusta. The 
hospital, the largest of its kind in Georgia, will be operated in 
conjunction with the Medical College of Georgia in Augusta. 
Some 150 delegates, councilors, committeemen, and officers of 
the association attended. The house of delegates will meet again 
May | in Augusta at the time of the association’s regular annual 
session. 


LOUISIANA 

Pediatric Refresher Course.—The annual pediatric postgraduate 
refresher course at Tulane University of Louisiana School of 
Medicine, New Orleans, Feb. 7 to 11, will be devoted to 
“Pediatric Therapeutics.” The program, directed by Dr. Ralph 
V. Platou, will consider specific therapeutic approaches for a 
wide variety of pediatric problems. Dr. Henry G. Poncher, 
Valparaiso, Ind., will be the g’ speaker, and many members 
of the faculty will participate. -gistration will be limited to 
40 qualified specialists in pediatrics. Those interested should con- 
tact Dr. Clifford G. Grulee Jr., Division of Graduate Medicine, 
1430 Tulane Ave., New Orleans 12. 


Memorial Collection in Pediatrics.—The department of pedi- 
atrics, Tulane University of Louisiana School of Medicine, New 
Orleans, announces the establishment of the Jack R. Young 
Collection in Pediatrics, through the generosity of the late Dr. 
Young’s classmates, friends, and family. The fund will be used 
for support of expanded pediatric library facilities and develop- 
ment of the seminar room adjoining the departmental offices. 
Dr. Young, who was graduated from Tulane in 1946 and in- 
terned at Charity Hospital in New Orleans the following year, 
returned, after two years of active duty with the U. S. Air Force, 
to take postgraduate training in pediatrics as a fellow of the 
Ochsner Foundation and as a resident in the Tulane Pediatric 
Unit at Charity Hospital. On completion of his training, a few 
weeks before he was scheduled to take the American board 
examination for certification in pediatrics, leukemia developed. 
The certificate was awarded posthumously to his parents, Dr. 
and Mrs. Ferrin Young of Florala, Ala. 


MASSACHUSETTS 

Yandell Medal Awarded to Dr. Churchill.—The Louisville Sur- 
gical Society has awarded the annual David W. Yandell medal 
to Dr. Edward D. Churchill, Homans professor of surgery at 
Harvard Medical School, Boston. The annual award and lecture- 
ship were instituted to honor the memory of David W. Yandell, 
founder of the society, who was professor of surgery in the 
University of Louisville (Ky.) School of Medicine from 1869 is 
1898. Dr. Churchill conducted several surgical conferences at 
the University of Louisville hospitals and addressed the faculty 
research seminar of the university on the topic “Research in 
Surgery.” The subject of the Yandell lecture as presented by 
Dr. Churchill was “The Healing of Wounds.” 


Dr. Snyder Succeeds General Simmons as Dean.—Dr. John C. 
Snyder, professor and head of the department of microbiology, 
Harvard University School of Public Health, since 1946, has 
been appointed dean of the school, to succeed the late Brig. Gen. 
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James S. Simmons, U. S. A. (ret.). Dr. Snyder, who became 
assistant dean in July, 1954, shared the dean’s duties with Dr. 
Hugh R. Leavell after the death of General Simmons. He 
worked in the laboratory with the late Dr. Hans Zinsser before 
World War IT end made field studies in Mexico and Spain for 
the international health division of the Rockefeller Foundation. 
Commissioned a major in the Army Medical Corps in 1942, Dr. 
Snyder soon became a member of the United States of America 
Typhus Commission. Dr. Snyder serves as a consultant to the 
U. S. Public Health Service, the Veterans Administration, the 
Armed Forces Epidemiological Board, and the Massachusetts 
Civil Defense Committee. He is the son of Dr. Crayton C. 
Snyder of Pasadena, Calif. 


MONTANA 

State Medical Election.—At its annual meetirg the Montana 
Medical Association elected the following officers: Dr. John J. 
Malee, Anaconda, president; Dr. George W. Setzer, Malta, 
president-elect; Dr. Harvey L. Casebeer, Butte, vice-president; 
Dr. Theodore R. Vye, Billings, secretary-treasurer (reelected); 
and Dr. Park W. Willis Jr., Hamilton, assistant secretary- 
treasurer (reelected). 


NEBRASKA 

Personal.—Over 2,000 persons from Hampton and nearby towns 
gathered in the Hampton auditorium recently to pay tribute to 
Dr. Otto M. Troester for his 35 years of devoted service to the 
community. A purse of $1,400 was presented, with a leather- 
bound book and a commission in the Great Navy of the State 
of Nebraska. 


Society News.—The Nebraska Heart Association recently ac- 
quired new quarters at 4212 Dewey Ave. The new budget for 
the association, more than $62,000, is a third greater than that 
of 1954 and six times more than the first one, in 1950. The 
increased allocations are for public and professional education 
and for community service, though that for research has been 
increased somewhat, amounting now to about 30% of the total. 
Each of the medical schools in Omaha will receive $5,000, and 
$8,700 will be given to the American Heart Association to help 
support national and international research. Public education 
will get $10,370; professional education, $8,444; community 
service, $5,116; administration, $3,263; and campaign expense, 
$9,659. 


NEW YORK 

Narcotic Violation.—Dr. Julian R. Isquith, Brooklyn, was found 
guilty in the U. S. district court at Brooklyn of violating the 
federal narcotic law and on Nov. 10, 1954, was sentenced to 
serve a term of five years and fined $3,500. 


Lecture on Corticotropin and Cortisone.—Dr. J. S. L. Brown, 
professor of medicine at McGill University Faculty of Medicine 
and chief of medical service at Royal Victoria Hospital, Mon- 
treal, Canada, will discuss “ACTH and Cortisone in Relation 
to General Medicine” at the regular combined meeting of the 
Onondaga County Medical Society and the Syracuse Academy 
of Medicine, Jan. 4, at the University Club in Syracuse. 


Visiting Professor in Brooklyn.—Sir Lionel E. H. Whitby, Regius 
professor of physics and late vice-chancellor of Cambridge 
University, will serve as visiting professor of medicine at the 
State University of New York College of Medicine at New York 
City in Brooklyn for the month of January. Sir Lionel was 
president of the British Medical Association in 1948. He has 
contributed much to medical literature on hematological and 
bacteriological subjects. 


Society News.—Newly elected officers of the New York Allergy 
Society include: Dr. William B. Sherman, president; Dr. Murray 
M. Albert, president-elect; Dr. Samuel J. Prigal, vice-president; 
Dr. Leoni N. Claman, secretary; and Dr. Aubrey L. Whittemore, 
treasurer. At its meeting Jan. 4, 8:30 p. m., the Rochester 
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Academy of Medicine will present a symposium, “Common 
Orthopedic Problems,” with Dr. Edward T. Wentworth as 
moderator and Drs. William C. Sullivan, Henry B. Crawford, 
Norman Egel, and Frederick N. Zuck as collaborators. 


New York City 

Personal.—The American Medical Writers’ Association has be- 
stowed on Dr. Russell L. Cecil, emeritus professor of medicine, 
Cornell University Medical College, and editor of “A Textbook 
of Medicine,” its honor award, a plaque and a gold medal, 
given from time to time “to a non-member of the Association 
who has made distinguished contributions to medical literature.” 
——Dr. Armando Ferraro, principal research scientist in neuro- 
pathology at the New York State Psychiatric Institute, retired 
from his position Nov. 30, 1954, after having served since 
Oct. 18, 1926. A farewell party was given in his honor by the 
employees and his colleagues on the staff of the institute, who 
presented him with a gift of airplane luggage. At the annual 
meeting of the American Society of Plastic and Reconstructive 
Surgery, Inc., in Hollywood, Fla., Dr. Jacques W. Maliniac was 
awarded a special honorary citation, “To Founder of This Society 
in recognition of his leadership on the organization and develop- 
ment of the specialty of plastic surgery, and his outstanding 
scientific contributions to the advancement of its practice.” 





Exhibit on Geographical Distribution of Diseases.—The New 
York Academy of Medicine, Fifth Avenue and 103rd Street, 
announces that its exhibition on the geographical distribution of 
disease, which opened Dec. 1, 1954, will remain through Jan. 31. 
The exhibit is open to the public from 9 a. m. to 5 p. m., daily 
except Sunday in the third-floor library of the academy building. 
Featured are 13 sheets of maps and charts, with accompanying 
studies, prepared by Dr. Jacques M. May, head of the medical 
geography department of the American Geographical Society. 
The sheets represent the work completed to date on the “Atlas 
of Diseases,” which is being published by the American Geo- 
graphical Society with the support of the Office of Naval Re- 
search. They cover poliomyelitis, cholera, malaria vectors, 
helminthiases, dengue and yellow fever, plague, leprosy, sources 
of selected foods, diets and deficiency diseases, rickettsial diseases 
(louse-borne and flea-borne typhus, tick-borne and mite-borne 
forms, and tick and mite vectors), and explored areas of arthro- 
pod-borne viral infections (yellow fever and dengue excepted). 
Most of the prints and newspaper illustrations, which date from 
the 1850's, are in cartoon style and depict different aspects of 
epidemics in various parts of the world during the latter part of 
the 19th century. 


NORTH CAROLINA 

Personal.—Dr. Eugene A. Stead, chairman, department of medi- 
cine, Duke University School of Medicine, Durham, has been 
appointed to the National Advisory Council on Arthritis and 
Metabolic Diseases and has been named vice-chairman of the 
American Heart Association’s scientific council. 


Poison Control Center in Durham.—To meet the rising incidence 
of accidental poisoning, Duke Hospital, Durham, has established 
a new emergency Poison Control Center that will serve as an 
information bureau as well as a treatment facility for any case 
of poisoning. The center is under the direction of Dr. Jay M. 
Arena, associate professor of pediatrics and a member of the 
A. M. A. Committee on Toxicology, and Haywood M. Taylor, 
Ph.D., professor of toxicology and associate professor of bio- 
chemistry. According to Dr. Arena, of about 14,000 accidental 
deaths that occur each year among children aged 1 to 14 years 
almost 1,500 are reported as being caused by accidental swallow- 
ing of poison, but the figure is actually even higher, since the 
correct diagnosis is frequently not made in cases in which small 
children have died from poison. In emphasizing the enormity 
of the problem in the South, Dr. Arena pointed out that in 12 
southern states the death rate from arsenic and corrosives is six 
times higher than anywhere else in the nation and the rate for 
petroleum products, particularly kerosene, is four times as high 
as elsewhere. Physicians may obtain information at all hours 
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concerning the toxic ingredients in various mixtures as well as 
the latest forms of therapy by calling Duke Hospital, Durham 
(phone 9011), and asking for the Poison Contro] Center. 


OHIO 


Grant for Cardiac Research.—A $63,510 research grant recently 
awarded by the Central Ohio Heart Association will be shared 
by the health center at Ohio State University, Columbus, and 
the Children’s Hospital, Marion City Hospital, and the Frederick 
C. Smith Clinic in Marion. 


University News.—Dr. Charles A. Doan, dean of the Ohio State 
University College of Medicine, Columbus, will be the first of 
a series of visiting scientific directors of the Children’s Cancer 
Research Foundation in Boston, Jan. 26 to 28. Dr. John A. 
Prior, assistant dean of the college of medicine, was recently 
named director of postgraduate medical education, a newly 
created post. Dr. Ralph E. Dwork, assistant professor of 
preventive medicine at the college of medicine, has been named 
director of the Ohio Department of Health for a five year term 
by Gov. Frank J. Lausche. Dr. Dwork, who has been acting 
director since July 1, 1954, was previously head of the division 
of communicable diseases. Dr. William F. Ashe, newly 
appointed chairman of the department of preventive medicine, 
recently returned from India, where he acted as consultant in 
thermal environmental health, attached to the technical co- 
operation mission of the Foreign Operations Administration in 
New Delhi. The purpose of his mission was to assist government 
officials in the solution of workers’ health and productivity 
problems resulting from the “heat loads” in India’s industrial 
plants. Dr. Ashe will return to India periodically to analyze the 
data and help formulate recommendations to management, 
labor, and government. 











TEXAS 


Course in Forensic Medicine——The Law-Science Institute, 
University of Texas Law School, Austin, will conduct a mid- 
winter short course on personal injury problems and medicolegal 
trial technique at Townes Hall, Feb. 2 to 5. The areas of emphasis 
will be “Relation of Trauma to Causation and Aggravation of 
Disease” (mechanisms of injury, physical and psychic factors, 
criteria of causal relation, treatment, early and late complica- 
tions, disability and rehabilitation); “Medicolegal Aspects of 
Back Injuries”; “Medicolegal Aspects of the Intervertebral Disk”; 
“Medicolegal Aspects of Craniocerebral (Head) Injuries”; and 
“Trial Practice and Medicolegal Trial Technique.” More than 
30 surgeons, orthopedic surgeons, neurosurgeons, internists, 
pathologists, neurologists, psychiatrists, clinical psychologists, 
plastic surgeons, and trial lawyers will participate. The registra- 
tion fee is $50 for the entire course or $15 per day. The final 
banquet will be held Saturday night. Registration fee does not 
include any meals. 


WASHINGTON 

Dr. Dayton Honored.—_Dr. Darcy M. Dayton, director of school 
health, Tacoma, has been honored by friends, colleagues, and 
patients, who have contributed a fund to furnish the “Dayton 
Room,” a four-bed ward in the Mary Bridge Children’s Hospital. 


WISCONSIN 

Personal.—Dr. G. Kasten Tallmadge, professor of the history 
of medicine in Marquette University School of Medicine, 
Milwaukee, has returned from Europe, where he participated in 
the 14th International Congress on the History of Medicine in 
Rome and Salerno, Italy. While in Europe, he secured books for 
the historical section of the library. 


Society News.—Dr. W. Paul Holbrook, Tucson, Ariz., will ad- 
dress the Medical Society of Milwaukee County Jan. 13, 8:15 
p. m., at the Milwaukee Athletic Club on the subject “Treatment 
of Rheumatoid Arthritis.” Newly elected officers of the 
Milwaukee Pediatric Society include: Dr. Kenneth J. Winters, 
Wauwatosa, president; Dr. Vernon Kores, Milwaukee, vice- 
president; and Dr. James P. Conway, Shorewood, secretary- 
treasurer. 
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Medical School and Hospital Celebrate Anniversaries.—On Noy, 
19 and 20, 1954, during its annual fall preceptor program, the 
University of Wisconsin Medical School, Madison, celebrated 
the 30th anniversary of the opening of the State of Wisconsin 
General Hospital and the establishment of a four year medica] 
school program at the University of Wisconsin. The ceremonies 
included presentation of an oil painting of Dr. Robin Car| 
Buerki, first superintendent of the State of Wisconsin General 
Hospital. The presentation was made by Dr. Harold M. Coon, 
present superintendent of University Hospitals, and the portrait 
was accepted by Mr. Oscar Rennebohm, vice-president of the 
board of regents of the University of Wisconsin and former 
governor of Wisconsin. Dr. Buerki, who is superintendent of 
Henry Ford Hospital in Detroit, gave a short talk on his ob- 
servations concerning the preceptor system in Wisconsin. 


GENERAL 


Over-50 Flying Club.—At a meeting at Ohio State University, 
Columbus, in September, the Over-50 Flying Club planned 
to find out more about the aging pilot. Cooperating in the 
project will be the O. S. U. Laboratory of Aviation Physiology 
and the Civil Aeronautics Administration Medical Research 
Laboratory, located at the university. 


Corneas for Transplantation.—The Buffalo Eye Bank and Re- 
search Society, Inc, (University of Buffalo Medical School, 3435 
Main St., Buffalo 14, phone Windsor 8725) announces that it 
will supply on request, as available, eyes suitable for corneal 
transplantation (enucleated within one to two hours after death) 
to any part of the United States. The eyes are transported in a 
special container that prevents waterlogging or drying and keeps 
them at from 3 to 5 C for 30 hours. Via airplane and Red Cross 
mobile unit, where available, the container will reach almost any 
ophthalmologist in the United States in 12 hours. 


Fellowship in Hematology.—The Scripps Metabolic Clinic, La 
Jolla, Calif., invites applications for the Jacob Chandler Harper 
fellowship for research in medicine, which will stress laboratory 
investigations in the field of hematology. The stipend is $5,000 
per year, with renewable one year tenure. Candidates are ex- 
pected to have obtained the degree of doctor of medicine and 
to have had an approved internship. Opportunities for « linical 
work are excellent, but no clinical duties will be assigned. .ppli- 
cations should be sent to Dr. William F. Bethard or Dr. Arthur 
A. Marlow at Scripps Metabolic Clinic in La Jolla. 


Francis Amory Prize.—The Francis Amory Septennial prize of 
the American Academy of Arts and Sciences is offered “for out- 
standing work addressed to the alleviation or cure of diseases 
affecting the human reproductive organs, in particular those of 
men.” The work may be instrumental technology, operative 
procedure, clinical or laboratory research, or a technical treatise. 
No formal applications and no essays or treatises from candi- 
dates are desired, but nominations, supported by statements of 
qualifications in respect to work consummated between Nov. 10, 
1947, and Nov. 10, 1954, will be given careful consideration. 
The amount of the award is in excess of $20,000. Nominations 
should be sent to the American Academy of Arts and Sciences, 
28 Newbury St., Boston 16. 


Public Health Scholarships Awarded.—The Harvard University 
School of Public Health announces the award of 14 postgraduate 
scholarships, the first to be granted by the school since its 
inception 41 years ago. Among the recipients were the following 
physicians: 


Robert Lloyd Bragg, trained at Florida A & M University, Boston Uni- 
versity, and Columbia University, formerly with Pine Ridge Indian Hos 
pital, Pine Ridge, S. D. 

Theresa Ting Woo, who received her training at the College of the Pacific 
and University of Michigan Medical School and was a major in the 
Army Medical Corps at Ft. Belvoir, Va. 

Theodore Ashton Montgomery, a former child health consultant at the 
California State Department of Public Health, who was trained at 
the University of Southern California. 

Bo Yngve Akerren, a native of Sweden and former first assistant to the 
professor of bacteriology, Institute of Bacteriology, Faculty of Medi- 
cine, Géteborg, Sweden. 
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Accidents in Men of Working Age.—According to the Metro- 
politan Life Insurance Company, ‘only heart disease and cancer 
cause more deaths than accidents among American males at the 
principal working ages of 15 through 64. At ages 15 through 39 
more males die from accidental injuries than from any other 
cause. Of the more than 40,000 accidental deaths occurring an- 
nually among males under age 65, nearly half, among the 
company’s industrial policyholders, were the aftermath of motor 
vehicle mishaps; falls accounted for one-ninth of the deaths, and 
drownings for nearly as great a loss of life as falls. Together, 
motor vehicles, falls, and drownings were responsible for about 
7 of every 10 accidental deaths in this insured group. A con- 
siderable part of the remaining mortality was due to burns and 
conflagrations, firearms, and poisoning by gas, solids, or liquids. 
[he statisticians note that among males aged 15 through 64 
there has been a reduction in mortality amounting to about one- 
third over the past 20 years. 


Essay Contest for Undergraduates.—The council on under- 
graduate medical education of the American College of Chest 
Physicians offers three annual cash awards ($250, $100, and $50) 
for the best contribution, prepared by any undergraduate medical 
student studying for a degree in medicine, on any phase of the 
diagnosis and treatment of chest diseases. The winning contribu- 
tions will be announced at the 21st annual meeting of the 
American College of Chest Physicians, in Atlantic City, N. J., 
June 2 to 5. Five copies of the manuscript (typewritten, double- 
spaced, in English, and accompanied by a letter from the dean 
or chairman of the department of medicine of the medical school, 
certifying that the author is a medical student studying for his 
degree in medicine) should be submitted to the Executive Di- 
rector, American College of Chest Physicians, 112 E. Chestnut 
St. Chicago 11, not later than April 10. The only means of 
identification of the author shall be a motto or other device on 
the title page and a sealed envelope, bearing the same motto on 
the outside, enclosing the name and address of the author. 


Training in Child Psychiatry—Specialized training in child 
psychiatry is available in a number of member clinics of the 
American Association of Psychiatric Clinics for Children that 
have been approved as training centers by the association. The 
training begirs. at a third-year, postgraduate level with minimum 
prerequisites of graduation from a class A medical school, an 
approved general or rotating internship, and a two year resi- 
dency in psychiatry, approved by the American Board of 
Psychiatry and Neurology. Most of these clinics have also been 
approved individually by the American Board of Psychiatry and 
Neurology for a third year of training and for an additional year 
of experience. This training is in preparation for specialization 
in child psychiatry and, especially, for positions in community 
clinics devoted wholly or in part to the outpatient treatment of 
children with psychiatric problems. Fellowship stipends are 
usually in line with U. S. Public Health Service standards; that 
is, about $3,600. A limited number of training centers can offer 
higher stipends. The office of the American Association of 
Psychiatric Clinics for Children acts as a clearing house for 
applicants. Application may be made through this office or di- 
rectly to the individual clinics. Information may be obtained 
from Miss Marion A. Wagner, Administrative Assistant, Ameri- 
can Association of Psychiatric Clinics for Children, 1790 Broad- 
way, Room 916, New York 19. 


Annual Prize Increased.—The American Association of Ob- 
stetricians and Gynecologists has increased the amount of its 
annual foundation prize from $200 to $500. The contest is open 
to (1) interns, residents, or graduate students in obstetrics, 
gynecology, or abdominal surgery and (2) persons with the 
degree of doctor of medicine, or a scientific degree approved by 
the prize award committee, who are actively practicing or teach- 
ing obstetrics or gynecology or are engaged in research in these 
fields. No fellow of the association is eligible to compete, and 
no candidate having secured the award may compete again. 
Three copies of the double-spaced, typewritten manuscript (no 
more than 5,000 words) must be sent before April 1 under a 
nom de plume, together with a sealed envelope bearing the nom 
de plume and containing a card showing the name and address 
of the contestant, to the president of the foundation, Dr. Jean 
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Paul Pratt, 2799 W. Grand Blvd., Detroit. The successful thesis 
will become the property of the association but may be pub- 
lished in the official journal of the association or, failing that, 
in a journal of the author's choice. The award will be made at 
the annual meeting of the association, at which time the success- 
ful contestant must appear in person to present his contribution 
as a part of the regular scientific program, in conformity with 
the rules of the association. Further information may be ob- 
tained from the secretary, Dr. Frank R. Lock, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, 
N.C. 


Seciety News.—The American Society of Physical Medicine and 
Rehabilitation recently elected Dr. Harold Dinken, Denver, 
president; Dr. Ben L. Boynton, Chicago, president-elect; Dr. 
Murray B. Ferderber, Pittsburgh, vice-president; and Dr. Max 
K. Newman, Detroit, secretary-treasurer (reelected).———The 
Myasthenia Gravis Foundation, Inc., announces the addition to 
its medical advisory board of Dr. Lealdes McKendree Eaton, 
who has been associated with the Mayo Clinic in Rochester, 
Minn., since 1931, and Dr. Albert Szent-Gyorgyi, 1937 Nobel 
prize winner for his work on vitamins C and P and director of 
the Institute for Muscle Research at the Woods Hole, Mass., 
Marine Biological Laboratories. The foundation is presently 
engaged in a fund-raising campaign for $70,000 needed to con- 
tinue its program of research and education. Contributions, 
which are tax-deductible, should be sent to the Myasthenia 
Gravis Foundation, Inc., 2 E. 103rd St., New York 29.———The 
International Society for the Welfare of Cripples, which held its 
sixth World Congress in the Netherlands in September, 1954, 
is accepting orders for the proceedings of that congress. The 
price of the cloth-bound edition is $3.50. Orders may be sent 
to the society at 127 E. 52nd St., New York 22. During the 
congress the Jrving Geist International Film Library presented 
the first International Rehabilitation Film award to the film “A 
New Beginning,” produced in 1952 at the Institute of Physical 
Medicine and Rehabilitation, New York University-Bellevue 
Medical Center, with the cooperation of the U. S. Army and 
the United Mine Workers of America. 


Postdoctoral Fellowships.—The National Foundation for In- 
fantile Paralysis announces the availability of the following 
fellowships: 1. Postdoctoral fellowships in medicine and the 
related biological sciences to candidates preparing for careers 
in scientific research or academic medicine, or both. Applicants 
must have an M.D., Ph.D., or equivalent degree; U. S. citizen- 
ship; and sound health. Fellowships will be awarded for from 
one to three years. Stipends ranging from $3,600 to $7,000 a 
year are allowed. The institution in which the fellow receives 
his training may request compensation of $500 to $1,000 a year. 
2. Fellowships to psychiatrists interested in the emotional prob- 
lems of the physically handicapped, particularly of the polio- 
myelitis patient with respiratory difficulties. Applicants must 
have completed two years of graduate training in psychiatry 
acceptable to the American Board of Psychiatry and Neurology, 
be U. S. citizens (or applicants for citizenship), and be in sound 
health. Appointments will be made for one year but may be 
extended on recommendation of the committee. Financial bene- 
fits will be determined by marital status and number of de- 
pendents. Stipends range from $3,600 to $7,000 a year. 3. 
Clinical fellowships in physical medicine and rehabilitation to 
physicians who wish to become eligible for certification by the 
American Board of Physical Medicine and Rehabilitation. Each 
recipient of a fellowship must agree to practice as a specialist 
in physical medicine and rehabilitation in the United States or 
its territories for at least two years. Applicants must be physi- 
cians, licensed to practice in one or more states, who have gradu- 
ated from an approved school of medicine, have completed an 
internship of not less than one year in an approved hospital, are 
citizens of the United States (or applicants for citizenship), and 
are in sound health. Fellows receive monthly stipends ranging 
from $300 to $400, depending on marital status and the number 
of dependents. 4. Clinical fellowships for physicians interested 
in rehabilitation as it relates to their particular specialties. The 
purpose of these fellowships is to provide an opportunity for 
physicians to study the concept and basic techniques of wwial 
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rehabilitation. Fellowships will be awarded for pericds of three 
months to one year. Financial awards are based on the individual 
need of each applicant and may include tuition, if any, and a 
monthly stipend for maintenance. The stipends range from $300 
to $400 per month, depending on marital status and the number 
of dependents. Applications for consideration in May must be 
received by March 1; for consideration in November, by Sept. 1. 
Requests for information should be addressed to: National Foun- 
dation for Infantile Paralysis, Division of Professional Education, 
120 Broadway, New York 5. 


LATIN AMERICA 


Congress on Tuberculosis and Silicosis——The Mexican Society 
on Tuberculosis and Diseases of the Respiratory Tract has 
scheduled its sixth National Congress on Tuberculosis and Sili- 
cosis in Mexico City, Jan. 23 to 29. Information may be obtained 
by writing to the society at Balderas No. 32-312, Apdo. Postal 
7267, Mexico City, Mexico. 


Congress of Ophthalmologists.—The fifth Pan-American Con- 
gress of Ophthalmology will be held in Santiago, Chile, Jan. 9 
to 14. Among the physicians from the United States who will 
serve as moderators are Drs. John M. McLean and Algernon B. 
Reese, New York; A. Edward Maumenee, San Francisco; James 
H. Allen, New Orleans; and Daniel Snydacker, Peter C. Kron- 
feld, and Derrick T. Vail, Chicago. 


Inter-American Surgeons Meet in Peru.—The third inter- 
American session of the American College of Surgeons will con- 
vene at the Faculty of Medicine, Universidad Mayor de San 
Marcos de Lima, Lima, Peru, Jan. 11 to 14. An address of 
welcome will be delivered by Dr. Oscar Guzman del Villar, 
governor, American College of Surgeons for Peru. Responding 
will be Drs. Alfred Blalock, Baltimore, and Paul R. Hawley, 
Chicago, president and director of the college, respectively. 
Addresses will be delivered by Dr. Guillermo Gastaneta, pro- 
fessor of surgery emeritus of the faculty of medicine, and the 
Hon. Manuel A. Odria, president, republic of Peru. Wednesday 
morning there will be a symposium on trauma and Wednesday 
afternoon, a symposium on cancer. At 7 p. m. a joint meeting 
will be held by the American College of Surgeons, the faculty 
of medicine, and the Peruvian Academy of Surgery. The Thurs- 
day morning program will include a symposium on surgical 
tuberculosis. In the evening there will be a reception by the 
president of the republic of Peru and Mrs. Odria at the palace 
of government. Specialty programs are planned for Friday. On 
the return trip aboard the Mauretania, scientific sessions will be 
held. On Jan. 20 a visit has been arranged to the University 
College of the West Indies at Kingston, Jamaica, and for Jan. 23 
and 24 scientific sessions have been scheduled by the Sociedad 
Nacional de Cirugia in Havana, Cuba. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 

1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 

1956 Clinical Meeting, Seattle, Nov. 27-30. 

1957 Annual Meeting, New York, June 3-7. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Hotel Shoreham, Washington, 
D. C., Jan. 24-26. Dr. Carl M. Peterson, 535 North Dearborn St., 
Chicago 10, Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 5-8. Dr. Edward L. Turner, 535 N. Dearborn St., Chicago 
10, Secretary. 

NATIONAL CONFERENCE ON Rurat HEALTH, Schroeder Hotel, Milwaukee, 
Wis., Feb. 24-26. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AMERICAN ACADEMY OF ALLERGY, Hotel Statler, New York, Feb. 7-9. Dr. 
Francis C. Lowell. 65 East Newton St., Boston, Secretary. 





J.A.M.A., Jan. 1, 1955 


AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, Hotel Warwick, Phila- 
delphia, Feb. 10-11. Dr. Leonard J, Goldwater, 600 West 168th St., New 
York 32, Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Hotel Statler, Los Angeles, 
Jan. 29-Feb. 3. Dr. J. R. Norcross, 122 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN COLLEGE OF RapDIOLOGy, Drake Hotel, Chicago, Feb. 11-12. Mr. 
William C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary. 

ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta Biltmore Hotel, Atlanta, 
Ga., Feb. 21-24. Mrs. Stewart R. Roberts, 15 Peachtree Place N.W., 
Atlanta, Ga., Executive Secretary. 

CENTRAL SURGICAL ASSOCIATION, Drake Hotel, Chicago, Feb. 17-19. Dr. 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary. 

COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Feb. 5-6. Dr. 
Arthur H. Dearing, 203 N. Wabash Ave., Chicago 1, Executive Secretary. 


EASTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, Hotel Warwick, Philadelphia, Jan. 7. Dr. Benjamin H. 
Shuster, 1824 Pine St., Philadelphia 3, Chairman. 

INTERNATIONAL PosT-GRADUATE MEDICAL ASSEMBLY OF SOUTHWEST TEXAs, 
San Antonio, Texas, Jan. 24-26. Dr. John M. Smith Jr., P.O. Box 2445, 
San Antonio 6, Texas, Secretary. 


MIDPLE SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL SociETY, Sheraton-Cadillac Hotel, Detroit, Jan. 24. Dr. James E. 
Croushore, 3001 West Grand Blvd., Detroit 2, Chairman. 


NORTHWEST SOCIETY FOR CLINICAL RESEARCH, Vancouver, B. C., Jan. 22. 
Dr. Arthur L, Rogers, 1216 S. W. Yamhill St., Portland 5, Oregon, 
Secretary. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

DELAwarE, Wilmington, Feb. 5. Dr. Lewis B. Flinn, 503 Delaware Ave., 
Wilmington 1, Chairman. 

NEBRASKA, Omaha, Feb. 26. Dr. J. D. McCarthy, 107 S. 17th St., Omaha, 
Governor. 

SOUTHERN CALIFORNIA, San Diego, Feb. 12-13. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

VirGIniA, Richmond, Feb. 24. Dr. Charles M. Caravati, 807 W. Franklin 
St., Richmond 20, Governor. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


Ouro, Cleveland, Cleveland and Hollenden Hotels, Cleveland, Feb. 21-24, 
Dr. Stanley O. Hoerr, 2020 East 93d St., Cleveland, Chairman. 


Texas, Galveston, Buccaneer and Galvaz Hotels, Jan. 17-19. Dr. Robert 
M. Moore, 900 Strand Street, Galveston, Chairman. 


SociETy OF UNIVERSITY SURGEONS, Hotel Shamrock, Houston, Texas, Feb. 
9-12. Dr. C. Rollins Hanlon, 1325 S. Grand Blvd., St. Louis, Secretary. 


SouTH ATLANTIC ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Williamsburg, Va., Feb. 10-12. Dr. C. H. Mauzy, Bowman Gray School of 
Medicine, Winston-Salem, N. C., Secretary. 


SOUTHEASTERN SURGICAL CONGRESS, Atlanta Biltmore Hotel, Atlanta, Ga., 
Feb. 21-24. Dr. Benjamin T. Beasley, 701 Hurt Bldg., Atlanta, Ga., 
Secretary. 


SOUTHERN NEUROSURGICAL SOCIET¥, Dinkler-Tutwiler Hotel, Birmingham, 
Ala., Feb. 18-19. Dr. William F. Meacham, Vanderbilt University Hos- 
pital, Nashville, Tenn., Secretary. 

SOUTHERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LoGicaL Society, Medical School Auditorium, Charlottesville, Va., 
Jan. 24. Dr. G. Slaughter Fitz-Hugh, 104 East Market St., Charlottes- 
ville, Va., Chairman. 


WESTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Carmel, 
Calif., Jan. 27. Dr. Arthur B. French, University of Utah College of 
Medicine, Salt Lake City, Secretary. 

WESTERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOoO- 
LOGICAL SocIETY, The Town House, Los Angeles, Jan. 15-16. Dr. Victor 
Goodhill, 2007 Wilshire Blvd., Los Angeles 57, Vice President. 


WESTERN SOCIETY FOR CLINICAL RESEARCH, Carmel, Calif., Jan. 28-29. 
Dr. Herbert N. Hultgren, Stanford Hospital, San Francisco 15, Secretary. 


FOREIGN AND INTERNATIONAL 


AUSTRALASIAN MEDICAL ConGreEss, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Sydney, N.S.W., Australia. 

BritisH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BRITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Ca: ada, General Secretary. 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycCHOLoGy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHSOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 
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CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
BroNcHI, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, England, 
Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EuROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14. Dr. 
Michael L. Mason, 40 East Erie St., Chicago 11, Ill., U. S. A., Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary-General. 


INTERNATIONAL ANESTHESIA RESEARCH SociETy, Washington, D. C., U.S.A., 
Oct. 24-27. For information write: Dr. William Friend, 515 Nome Avenue, 
Akron 20, Ohio, U. S. A. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7°, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary-General. 
INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 

Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS OF UrOLOGy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 

INTERNATIONAL HospitaL CONGRESS, Lucerne, Switzerland, May 30-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, Lon- 
don, E.C.2, England, Hon. Secretary. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For information 
write: Y% Offices of the International Verona Fair, Piazza Bra., Verona, 
Italy. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary- 
General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SuRGERY, Henry Ford 
Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. Lam, 
2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chairman of 
Program Committee. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary- 
General. 

JaraN MeEpIcAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, University 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary- 
General. 

LATIN AMERICAN CONGRESS OF PuysicaL MEDICINE, Lima, Peru, S. A., Feb. 
14-19. Dr. Cassius Lopez de Victoria, 176 East 71st St., New York 21, 
N. Y., U.S.A., Executive Director. 

LaTIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Uru- 
guay, S. A., March 21-24. For information write: Dr. R. Arana-Iniquez, 
Convencion 1287, Montevideo, Uruguay, S. A. 

Latin AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S.A., 
March 21-24. For information write: Dr. R. Arana-Iniquez, Convencion 
1287, Montevideo, Uruguay, S. A. 

MippLe East MEDICAL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L. Wilson, American Uni- 
versity of Beirut, Beirut, Lebanon, Chairman. 

NATIONAL CONGRESS OF TUBERCULOSIS AND Silicosis, Mexico, D. F., 
Mexico, Jan. 23-29. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. Postal 
7267, Mexico, D. F., Mexico, Secretary General. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A., Feb. 
11-25. Dr. Arturo Martinez, 54 East 72nd St., New York 21, N. Y., 
U. S. A., Secretary. 
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Worip MEDicaL AssociaTION, Vienna, Austria, Sept. 20-26. Dr. Louis H 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II in 1955. Feb. 1-2, 
April 19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candi- 
dates may file applications at any time, but the National Board must 
receive them at least six weeks before the date of the examination. New 
candidates should apply by formal registration; registered candidates 
should notify the board by letter and forward their fees. Exec. Sec., 
Dr. John B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, June 30. Oral. October, date and place to be announced. To be 
eligible, candidates must complete 36 months of training by October 1. 
Final date for filing application is March 15. Exec. Sec., Miss Janet 
Newkirk, 129 E. 52nd St., New York 22. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New Orleans, Feb. 1-4: 
Philadelphia, May 4-5; Washington, D. C., May 6-7; Portland, Ore., 
Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., Dr. William A. Wer- 
rell, 1 West Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Fall, 1955. Final date for 
filing applications is May 1. Sec., Dr. Leonard T. Furlow, 600 South 
Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I, Written Ex- 
amination and Review of Case Histories. Various cities of the United 
States and Canada and military centers outside the continental United 
States, Feb. 4. Final date for filing applications was Oct. 1. Part /1, 
Oral Examination. Chicago, May 12-20. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various cities, Jan. 24-25 
Final date for filing application was July 1, 1954. Practical. Philadelphia, 
June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 56 Ivie Road, 
Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part I. Various locations, 
April. Final date for filing applications was November 30. Part J]. Los 
Angeles, Jan. 27-28. Sec., Dr. Harold A. Sofield, 122 South Michigan 
Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BOARD OF PATHOLOGY: Written. Houston, April 4-6. Sec., Dr 
William B. Wartman, 303 E. Chicago Ave., Chicago. 


AMERICAN BOARD OF PEDIATRICS: Written. Selected locations, Jan. 14 
This is the only written examination which will be given during 1955. 
Oral. New Orleans, March 4-6; Detroit, April 1-3; New York City, 
June 10-12; Chicago, Oct. 7-9; and Washington, D. C., Dec. 2-4. Admin 
Sec., Mrs. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1, Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 


AMERICAN BoarD OF PLASTIC SuRGERY: Entire Examination. Washington, 
D. C., April 30-May 2. Final date for filing case reports is Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New Orleans, Feb. 28- 
March 1; San Francisco, mid-October; New York City, December. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1. Those candidates who will complete the required three years’ 
training by June 30, will be eligible to appear for examination in May, and 
those candidates who will complete their training by Dec. 31, will be 
eligible to appear for examination in the fall. Sec., Dr. B. R. Kirklin, 429 
First National Bank Bldg., Rochester, Minn. 

AMERICAN BOARD OF SURGERY: Part I. March 30. Part II. New Orleans, Jan. 
17-18; Baltimore, Feb. 14-15; Cincinnati, March 14-15; San Francisco, 
April 18-19; Boston, May 16-17; Philadelphia, June 13-14. Sec., Dr. John 
B. Flick, 255 S. Fifteenth St., Philadelphia 2. 

THE BoarpD oF THORACIC SURGERY: Written. Feb. 25. Final date for filing 
applications is Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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MAGAZINE—TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Jan. 2 
ABC-TV, 9:15 p. m. EST. Anemia on Ciba’s “Horizons.” 


(Produced in cooperation with the American Medical Asso- 
ciation). 


Monday, Jan. 3 


NBC-TV, 9 p. m. EST. “Boy in the Storm,” case history on 
epilepsy, on Dow’s “Medic.” 


MAGAZINES 
Look, Jan. 11, 1955 

“The Beginning of the End of Polio,” by Roland H. Berg 
Before next summer, about 20 million children and adults 
will be vaccinated against poliomyelitis. Given in three 
shots over a four week period, the vaccine should provide 
protection for several years. 

“Health Predictions for 1955,” by Walter B. Martin, M.D., 

President, American Medical Association 
In an article prepared especially for Look magazine, Dr. 
Martin predicts rapid expansion of insurance coverage 
against major medical and hospital expenses, increase of 
life expectancy, advances in control of high blood pressure, 
extension of medical facilities, and a large number of 
medical school graduates. 


Pageant, January, 1955 
“The Forbidden Campaign Against Venereal Disease” 
The magazine reports on an advertising series that was 
prepared to educate the public on the dangers of venereal 
disease but was held back because of religious objections. 
Included in comments from “prominent people” is a state- 
ment from George F. Lull, M.D., Secretary and General 
Manager of the American Medical Association. 


“How Medicine Changes Its Mind,” by Herbert C. Rosenthal 
A tabulation of current medical methods that differ from 
those used years ago, e. g., early ambulation after surgery, 
fewer tonsillectomies, back pressure-arm lift artificial res- 
piration, and simple gauze and petroleum jelly for burns. 


Woman’s Home Companion, January, 1955 
“If the Verdict is Cancer,” by Emerson Day, M.D. 
Dr. Day, Chief of the Department of Preventive Medicine, 
Memorial Center for Cancer and Allied Diseases, New 
York, describes the procedure in treating breast cancer by 
surgery, x-rays, and hormone therapy. Specifically men- 
tioned are estrogens and androgens and their side-effects. 


Collier’s, Dec. 24, 1954 
“Slim Down with Your Favorite Food,” by Martin Lederman 


There are no fattening foods, says the author, just fattening 
habits. In reducing the number of calories in his daily diet, 
he substituted excellent quality for great quantity and was 
able to lose 80 Ib. 


Look, Dec. 28, 1954 


“Babies, Our One Remaining Black Market,” by Ernest A. 
Mitler with Bill Slocum 


In a discussion of black market adoptions, the authors 
point out that some doctors arrange adoptions illegally 
simply for the “exquisite thrill of granting life and happi- 





J.A.M.A., Jan. 1, 1955 


ness to others.” The article says: “This fall, I visited 40 
doctors picked at random. When I said I was interested in 
getting a baby, six of them told me to see a licensed adop- 
tion agency. But the remaining 34, without any investiga- 
tion of my background, said they would help. And not 
one, not even one, hinted that he wanted anything beyond 
his normal fees. They all wanted just to make people 
happy.” 


Household, January, 1955 
“Blame It on the Weather!” by Wanda Burnett 
According to a relatively new science, meteorobiology, the 
study of the relation of weather changes to man’s mental 
and physical well-being, the author says the barometric 
pressure has a lot to do with your mental activity. 


Reader’s Digest, January, 1955 

“Stress—the Cause of.All Disease?” by J. D. Ratcliff 
A report on the work of Dr. Hans Selye, showing how it 
paved the way for discovery of corticotropin (ACTH), 
cortisone, and other medical research. 

“The Personal-Injury Racket,” by W. L. White 
Although this is primarily an article about lawyers, the 
author recommends two ways, among others, of stopping 
the personal injury racket: “Bar and medical’ associations 
should enforce their ethical codes, expelling lawyers who 
Stir up litigation and the doctors who help them.” “Where 
medical experts disagree, the judge should call his own 
unprejudiced doctor, as he has the right to do.” 

“What You Can Do If You Think Your Doctor Is Wrong,” 

by E. Gardiner Neal 
Reprinted from October, 1954, McCall’s the article tells 
about grievance committees set up by state and county 
societies to hear complaints brought against doctors by 
patients. 


Coronet, January, 1955 

“New Treatment for Pimples,” by Lewis F. Gittler 
Contains specific instructions on treatment of acne. Recom- 
mends “a sulphur-resorcinol lotion—such as Acnomel or 
Sulforcin Base—on the affected parts only” after washing 
face with boric acid solution; Almay Tar shampoo for 
cleansing hair; special sulphur-containing soaps like Cos- 
masul in “long-neglected cases”; a liquid preparation such 
as Seba-nil to remove excessive oiliness between washings 
and Premarin (estrogen) tablets for acne flareups during 
the menstrual period. 

“Sleeping Pills Are Worse Than Dope,” by Mort Weisinger 


A strong warning against overuse of barbiturates, specifi- 
cally naming “Phenobarbital, Seconal, Veronal, Nembutal, 
Luminal, Tuminal” as the “common sleeping pills pre- 
scribed by physicians.” To curb the misuse, the author 
recommends: “Physicians harassed by sleepless patients 
should prescribe a harmless, non-habit-forming sedative 
instead. Wherever possible, they should treat not the symp- 
tom but the cause of whatever disturbance is preventing 
the patient from sleeping in the first place,” and “a more 
conscientious self-control by doctors authorizing refills on 
the original prescription.” 
“Why Not Eat Rice,” by Jack Denton Scott 


In a general discussion of rice, is this statement: “Less than 
a year ago, Dr. Walter Kempner, of Duke University’s 
School of Medicine, declared that his rice diet, used as a 
corrective for high blood pressure since 1939, was a suc- 
cess. Making public his findings in more than 2,000 cases 
of high blood pressure, heart disease, kidney trouble, and 
retinal hemorrhage, he said: ‘The course of all these dis- 
eases can be changed by replacing the various foods com- 
monly eaten by a diet of rice, fruit and sugar.’” 
“Baby Doctor” (Picture Story) 


Selecting Dr. Esther Gross, Salt Lake City, as a “typical 
baby doctor,” the magazine shows pictures of her day’s 
activities. 








, 1955 


ted 40 
sted in 
adop- 
estiga- 
id not 
eyond 
People 


y, the 
nental 
netric 


Ow it 
TH), 


, the 
ping 
tions 
who 
‘here 
own 


yng,” 


tells 
unty 
s by 


om- 
l or 
ling 

for 
>os- 
uch 
ings 
‘ing 


ger 
>ifi- 
tal, 
re- 
hor 
nts 
ive 
ap- 
ing 


on 


Vol. 157, No. 1 


69 


DEATHS 


Wood, George Bacon @ Philadelphia; born in Philadelphia 
April 14, 1871; University of Pennsylvania Department of 
Medicine, Philadelphia, 1894; specialist certified by the Ameri- 
can Board of Otolaryngology; professor of laryngology at the 
Medico-Chirurgical College, Graduate School of Medicine, 
University of Pennsylvania, from 1921 to 1946, when he became 
emeritus professor; emeritus fellow of the American Laryngo- 
logical Association, of which he was president in 1938-1939; 
fellow of the College of Physicians of Philadelphia, serving as 
chairman of its section on otolaryngology, 1921-1922; member 
of the American Laryngological, Rhinological, and Otological 
Society, Philadelphia Pathological Society, and the Philadelphia 
Alumni Society of the Medical Department of the University 
of Pennsylvania; honorary member of Sigma Xi; life member 
of the Philadelphia Academy of Fine Arts and Philadelphia 
Zoological Society; member of the Philadelphia Academy of 
Natural Sciences, Franklin Institute, Delta Phi Fraternity, Dela- 
ware Valley Ornithological Club, Pennsylvania State Fish and 
Game Protective Association, and the Wynnewood Civic Associ- 
ation; served during World War I; member of the medical ad- 
visory board in the Selective Service of the United States from 
1941 to 1947; was associated with various hospitals in Phila- 
delphia; consulting otolaryngologist, Bancroft School in Haddon- 
field, N. J., and the Methodist Episcopal Orphanage of Phila- 
delphia; died in the Graduate Hospital of the University of 
Pennsylvania Nov. 2, aged 83. 


Leary, Timothy ® Boston; born in Waltham, Mass., May 10, 
1870; Harvard Medical School, Boston, 1895; professor of 
pathology, bacteriology, and medical jurisprudence at Tufts 
College Medical School until 1929, when he became professor 
emeritus; the class of 1906 at Tufts College in 1936 presented 
his portrait to the school; member of the American Association 
of Pathologists and Bacteriologists and the Society of American 
Bacteriologists; past president of the Massachusetts Society of 
Examining Physicians and the Massachusetts Medico-Legal 
Society; veteran of the Spanish-American War; retired in 1950 
after serving 42 years as medical examiner of the Southern 
District of Suffolk County; in 1935 delivered the 11th Ludvig 
Hektoen lecture of the Frank Billings Foundation at Thorne 
Hall, Northwestern University, and in 1939 delivered the first 
Alfred Friedlander lecture at the Cincinnati Academy of Medi- 
cine; on the staff of the Boston City Hospital; died Nov. 16, 
aged 84, of heart failure, chronic emphysema, and bronchi- 
ectases, 


Straus, David C. ® Pueblo, Colo.; born in Chicago July 11, 
1882; Rush Medical College, Chicago, 1907; member of the 
founders group of the American Board of Surgery; member of 
the Indiana State Medical Association, Western Surgical Asso- 
ciation, and Industrial Medical Association; fellow of the 
American College of Surgeons; served during World War I; 
for many years on the faculty of his alma mater; formerly 
practiced in Chicago, where he was on the staff of the Michael 
Reese Hospital: ‘1 1933 appointed consultant in fractures and 
traumatic surgery in the then newly created medical department 
of the Illinois Industrial Commission; director of the division 
of industrial hygiene, Illinois Department of Labor, from 1937 
to 1943; medical director of Pueblo Ordnance Depot; died in 
the Corwin Hospital Nov. 9, aged 72, of arteriosclerotic heart 
disease. 


Low, Abraham Adolf © Chicago; born in Poland Feb. 28, 1891; 
Medizinische Fakultét der Universitat, Vienna, Austria, 1919; 
clinical associate professor of psychiatry at the University of 
Illinois College of Medicine; specialist certified by the American 
Board of Psychiatry and Neurology; member of the American 
Psychiatric Association and the Central Neuropsychiatric Asso- 
ciation; served with the medical corps of the Austrian Army 
from 1914 to 1918; formerly assistant state alienist; founder and 
medical director of Recovery, Inc.; on the staffs of the North 





@ Indicates Member of the American Medical Association. 


Shore Health Resort in Winnetka and St. Joseph's Hospital: 
author of “Mental Health Through Will Training”; died in St 
Mary’s Hospital, Rochester, Minn., Nov. 17, aged 63, of cerebral 
infarction after a craniotomy. 

Boaz, Emmett Daniel # Pittsburgh; University of Pennsylvania 
School of Medicine, Philadelphia, 1919; specialist certified by 
the American Board of Otolaryngology; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; on the 
staffs of the Presbyterian and Woman's hospitals; died Nov. 6, 
aged 61, of coronary disease. 


Bole, William Symington ® Bozeman, Mont.; Johns Hopkins 
University School of Medicine, Baltimore, 1910; died Nov. 8, 
aged 72. 


Brendle, D. Paris ® Englewood, Tenn. (licensed in Tennessee in 
1908); died Oct. 25, aged 81, of pneumonia. 


Broderick, John Reid ® Savannah, Ga.; Jefferson Medical 
College of Philadelphia, 1925; fellow of the American College 
of Physicians; formerly member of the county board of edu- 
cation; on the staffs of the Central of Georgia Railway Hospital, 
Telfair and Warren A. Candler hospitals, and St. Joseph's 
Hospital, where he died Nov. 7, aged 56, of carcinoma of the 
pancreas. 


Bulford, Wallace, Pittsburgh; Cleveland Homeopathic Medical 
College, 1912; died Aug. 9, aged 65. 


Bull, John Horace Beverley ® Corpus Christi, Texas; Western 
Reserve University School of Medicine, Cleveland, 1936; mem- 
ber of the American Academy of General Practice; burned to 
death Sept. 29, aged 53. 


Campbell, Robert Kellogg ® Springfield, Ill.; St. Louis College 
of Physicians and Surgeons, 1908; first president of the Illinois 
chapter and governor for Illinois of the American College of 
Chest Physicians; past president, vice-president, and secretary of 
the Sangamon County Medical Society; past president of the 
Illinois Radiological Society; for many years medical director 
of St. John’s Sanitarium; died in St. John’s Hospital Nov. 12, 
aged 74, of cerebral hemorrhage and arteriosclerosis. 


Carrell, William Dayton © Tucson, Ariz.; University of Illinois 
College of Medicine, Chicago, 1926; specialist certified by the 
American Board of Obstetrics and Gynecology; fellow of the 
International College of Surgeons and the American College of 
Surgeons; served during World War II; on the staffs of the Pima 
County General Hospital and Tucson Medical Center; on the 
courtesy staff of St. Mary’s Hospital and Sanatorium; died Sept. 
20, aged 53. 


Champe, Ira P., Charleston, W. Va.; College of Physicians and 
Surgeons, Baltimore, 1892; died Nov. 21, aged 88, of myocardial 
insufficiency and arteriosclerosis. 


Connelly, Harold Edward, Smithtown, N. Y.; Queen’s Univer- 
sity Faculty of Medicine, Kingston, Ontario, Canada, 1912; 
member of the American Psychiatric Association; died in Kings 
Park (N. Y.) State Hospital recently, aged 68, of hypertensive 
heart disease and nephrosclerosis. 


Cook, James Thomas @ St. Louis; National University of Arts 
and Sciences Medical Department, St. Louis, 1917; died in 
Barnes Hospital Sept. 2, aged 60, of hepatitis. 


Cooke, Jean Mottram, Darlington, Wis.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1895; died 
recently, aged 83, of intestinal obstruction due to adhesions of 
the ascending colon. 


Crosby, Birdina, Westfield, N. Y.; Cornell University Medical 
College, New York, 1918; died in Westfield Memorial Hospital 
Aug. 12, aged 67, of coronary thrombosis. 


Derrig, Raymond Edwin, Aurora, Colo.; George Washington 


University School of Medicine, Washington, D. C., 1940; served 
during World War II; died Oct. 4, aged 44. 
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Fentress, Samuel Jones ® Goodlettsville, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1912; formerly vice- 
president of the Tennessee State Medical Association; past 
president of the Middle Tennessee Medical Association; on the 
staffs of the Central State Hospital and the Mid-State Baptist 
Hospital in Nashville; died in St. Thomas Hospital, Nashville, 
Oct. 17, aged 68, of coronary occlusion. 


Fisher, Hunter W., New Bern, N. C.; Leonard Medical School, 
Raleigh, 1907; died in the Good Shepherd Hospital Sept. 1, 
aged 73, of carcinoma of the pancreas. 


Fulder, Hans, Worcester, Mass.; Université de Lausanne Faculté 
de Médecine, Switzerland, 1934; member of the American Heart 
Association and the New England Heart Association; specialist 
certified by the American Board of Internal Medicine; on the 
staffs of the Hahnemann and Beth Israel hospitals and Worcester 
City Hospital, where he died Oct. 11, aged 43, of neurofibro- 
sarcoma. 

Gable, Nonie Wilson ® St. Petersburg, Fla.; Atlanta Medical 
College, 1893; for many years medical examiner for the city 
of St. Petersburg; died Oct. 9, aged 82, of arteriosclerosis and 
hypertension. 


Gasaway, Thomas O., Deercreek Township, Ind.; American 
Medical Coliege, Indianapolis, 1897; died in Williamsport (Pa.) 
Hospital Aug. 22, aged 81, of adenocarcinoma of the ascending 
colon. 


Gibson, Levi Alexander, Landis, N. C.; Howard University 
College of Medicine, Washington, D. C., 1915; died Sept. 11, 
aged 71, of cerebral hemorrhage. 


Gilbert, Walter J. © Calais, Maine; Cleveland Homeopathic 
Medical College, 1898; died in East Machias Sept. 6, aged 78, 
of coronary thrombosis. 


Grove, John Bean ® Petersburg, W. Va.; College of Physicians 
and Surgeons, Baltimore, 1909; president of the Grant County 
Bank; a charter member of the Petersburg Kiwanis Club; died 
Oct. 9, aged 67, of arteriosclerosis and arterial hypertension. 


Hart, Ralph Stacy, Healdsburg, Calif.; John A. Creighton Medi- 
cal College, Omaha, 1907; served during World War I; died in 
Yountville Oct. 1, aged 70, of cerebral hemorrhage. 


Hoyt, Samuel Norris, Omaha, Neb.; University of the City of 
New York Medical Department, New York, 1893; died Sept. 10, 
aged 83, of cerebral hemorrhage. 


Ingalls, Orlando DuBois © Hurley, N. Y.; New York Home- 
opathic Medical College and Hospital, New York, 1903; for- 
merly practiced in Kingston, where he was once president of the 
Ulster County Medical Society; for many years served on the 
staff of the Kingston Hospital, where he died Oct. 3, aged 75, of 
arteriosclerosis. 


Ingham, Charles Thomas ® Alhambra, Calif.; Sioux City (Iowa) 
College of Medicine, 1893; member of the Nebraska State 
Medical Association; died in Norfolk, Neb., Oct. 27, aged 85, of 
coronary thrombosis. 


Jones, Louis Hizam © Wall Lake, Iowa; State University of lowa 
College of Medicine, lowa City, 1894; died in St. Anthony’s 
Hospital in Carroll Sept. 16, aged 84, of cerebral hemorrhage. 


Kassow, Israel O. ® New York City; Fordham University School 
of Medicine, New York, 1919; died Oct. 26, aged 65. 


Keiner, Samuel Sidney, Brookline, Mass.; Universitat Ziirich 
Medizinische Fakultat, Switzerland, 1948; died Oct. 28, aged 44. 


Kennedy, William Clarence © Somers, Iowa; State University 
of Iowa College of Medicine, Iowa City, 1912; died Oct. 11, 
aged 68. 


Kenney, Bernard Vincent ® Omaha; Creighton University School 
of Medicine, Omaha, 1922; assistant professor of obstetrics and 
gynecology at his alma mater; past president of the Nebraska 
Academy of General Practitioners; on the staffs of the Children’s 
Memorial and St. Joseph’s hospitals and St. Catherine’s Hospital, 
where he died Oct. 18, aged 58, of cerebral vascular accident. 


Kirchner, Ralph Waldo, Chicago; Rush Medical College, Chi- 
cago, 1926; died Nov. 5, aged 57. 
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Liebman, William, Boston; Yale University School of Medicine, 
New Haven, Conn., 1905; member of the New England Ophthal- 
mologica! Society; served on the staff of the Beth Israel Hospital, 
where he died Sept. 22, aged 70, of coronary occlusion. 


Lyles, William Boykin © Spartanburg, S. C.; Medical College of 
Virginia, Richmond, 1904; past president of the South Carolina 
Urological Association and the Tri-State Medical Association, 
including Virginia and North and South Carolina; on the honor- 
ary staff, Spartanburg General Hospital; died Sept. 11, aged 77, 
of bronchogenic carcinoma. 

McKee, Horace N. @ Bristol, Ind. (licensed in Indiana in 1897); 


died in Cass County, Mich., Aug. 28, aged 82, of acute coronary 
occlusion. 


Newsome, Otis Eaton, Calvin, Mich.; Detroit College of Medi- 
cine, 1904; died Aug. 27, aged 74, of coronary thrombosis. 


Ochsner, Ernest Edward ® Rockford, Ill.; Rush Medical College, 
Chicago, 1896; past president of the Winnebago County Medical 
Society; one of the founders and served as president of the staff 
at St. Anthony Hospital, where he died Nov. 4, aged 85. 


Okoniewski, Theodore Benedict © Buffalo; University of Buffalo 
School of Medicine, 1928; during World War II an examiner 
for the Selective Service Board; on the staffs of Our Lady of 
Victory Hospital and the Mercy Hospital, where he died Oct. 10, 
aged 50, of cerebral hemorrhage. 


Pfeiffer, Ernst © Hartley, lowa; Lincoln Medical College. of 
Cotner University Medical Department, 1914; served as presi- 
dent of the school board; died in hospital at Sioux City Oct. 29, 
aged 81, of arteriosclerosis. 

Prest, Charles Samuel © Brooklyn; Albany (N. Y.) Medical 
College, 1898; member of the American Trudeau Society and 
the American Public Health Association; managing director of 
the Brooklyn Tuberculosis and Health Association; at one time 
practiced in Waterford, where he was for many years health 
officer of the town and village; died Nov. 11, aged 79. 


Quinby, Robert Stanley, Hanover, N. H.; Tufts College Medi- 
cal School, Boston, 1911; died recently, aged 65, of acute 
emphysema. 


Rodman, Isaac © Philadelphia; Harvard Medical School, Boston, 
1926; for 18 years parochial school physician; on the staffs of 
the Albert Einstein Medical Center and Stetson Hospital; died 
Nov. 1, aged 54, of carcinoma of the rectum. 


Rose, Emmet E., Indianapolis; Medical College of Indiana, 
Indianapolis, 1903; died in Culver, Ind., Sept. 5, aged 74, of 
coronary thrombosis. 


Ross, Irwin ® Brooklyn; State University of Iowa College of 
Medicine, lowa City, 1929; specialist certified by the American 
Board of Pediatrics; on the staffs of the Prospect Heights, 
Beth-El, and Cumberland hospitals, and the Jewish Sanitarium 
and Hospital for Chronic Diseases; died in the Israel Zion 
Hospital Nov. 16, aged 47, of a heart attack. 


Russell, Leland Guy ® Billings, Mont.; University of Oregon 
Medical School, Portland, 1932; past president of the Yellow- 
stone Valley Medical Society; member of the National Gastro- 
enterological Association; served during World War II; on the 
staffs of St. Vincent’s and Billings Deaconess hospitals; died 
Oct. 21, aged 47. 

Silverthorn, Frank Ross, Monrovia, Calif.; Northwestern Univer- 
sity Medical School, Chicago, 1906; died Nov. 4, aged 85, of 
carcinoma of the prostate. 

Smith, Edward Vincent, Milwaukee; Northwestern University 
Medical School, Chicago, 1904; died in the Columbia Hospital 
Oct. 23, aged 78, of cancer. 

Wayland, Shipley, Chicago; Harvey Medical College, Chicago, 
1902; served during World War I; died in Presbyterian Hospital 
Nov. 11, aged 80, of bronchopneumonia. 


Wong, Gene Sen @ Chicago; Chicago Medical School, 1943; 


on the staff of the Mother Cabrini Memorial Hospital, where he 
died Nov. 12, aged 48, of pulmonary edema. 
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FOREIGN LETTERS 


BELGIUM 


Traumatic Neuroses.—At the Conference of Psychiatrists and 
Neurologists of France and Countries of the French Language 
held in Liége in July, 1954, E. Evrard postulated that traumatic 
neuroses are a temporary grouping. The functional nervous dis- 
orders that characterize them are psychogenic and develop after 
or during an accident, whether or not it caused bodily injury. 
The following principal types are differentiated: (1) horror 
neurosis, (2) neurasthenia and hypochrondriasis, (3) hysteria, 
and (4) certain psychasthenic states such as obsessions and 
phobias. The condition must be distinguished from the sub- 
jective syndrome of patients with cranial trauma, extenso- 
progressive reflex disturbances, simulation, and _ sinistrosis. 
Diagnostic methods that demonstrate the somatic and psychic 
symptoms should be used. 

Among these, the following are particularly useful in cranial 
trauma: (1) neurological examination, with careful interpreta- 
tion of seemingly unimportant symptoms; (2) ophthalmologic 
examination; (3) tests of smell and taste; (4) otovestibular exami- 
nation; (5) examination of the autonomic nervous system; (6) 
lumbar puncture; (7) pneumoencephalography; (8) electroen- 
cephalography; (9) electromyography; (10) isolation of sensory- 
motor disturbances; (11) psychogalvanography; (12) barbiturate 
subnarcosis and amphetamine shock; and (13) mental tests. 
Analysis of the pathogenic factors allows distinguishing of con- 
stitutional and acquired predisposition, the effect of the trauma 
itself, unconscious and preconscious psychological factors, and 
circumstantial factors. The question of causation differs as it is 
looked at from the medical or legal angle. In the various types 
of traumatic neuroses studied, the accident should in general 
be considered as a cause. An order of importance must be 
established among the causes, so that the expert can reach a 
satisfactory medicolegal solution. From the medicolegal point 
of view, a divided causation should be assumed and compen- 
sation should be given for only part of the effect. Prophylactic 
measures that may prevent the appearance of traumatic neu- 
roses depend on modified psychotherapy and a program of social 
readaptation. A special organization could be set up to treat 
traumatic neuroses within the medical and medicosocial frame- 
work that exists. It is essential to restore the patient’s personality 
and bring about his social readaptation as soon as possible. 


Schistosomiasis.—Gillet and Wolfs published a highly docu- 
mented study of schistosomiasis in the Belgian Congo in the 
Bulletin of the World Health Organization. The intestinal form 
is caused by Schistosoma mansoni, Schistosoma rodhaini, or 
Schistosoma intercalatum; and the urinary form by Schistosoma 
haematobium. Intestinal infestation with S. mansoni is endemic 
to a large part of the Belgian Congo, but the two principal 
foci are Ituri-Uele and Katanga-Kasai. The population resists 
the effects of the disease very well, and symptoms are rare or 
absent. When symptoms are present, either splenomegaly or 
diarrhea usually predominates. Up to now only the large snails 
of the genus Planorbis have been shown to be intermediate 
hosts to S. mansoni. Urinary schistosomiasis was noted in the 
Belgian Congo for the first time in 1925 in Katanga, where it 
became endemic. The principal vector of S. haematobium is 
Bulinus africanus, but this snail is common throughout the 
country, whereas urinary schistosomiasis is usually observed 
only in Katanga in the southeast and the Lower and Middle 
Congo in the west. The disease has no serious consequences 
except anemia. S. intercalatum generally causes intestinal schisto- 
somiasis, but occasionally its eggs are found in the urine as 
well as in the feces. The disease is endemic to the valley of 
the Congo-Lualaba. It is rarely serious and responds well to 
treatment. After examining parasitological and serologic diag- 
nostic methods, the authors reviewed various treatments, all of 
which require long periods of observation after treatment is dis- 
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continued. Potassium antimony tartrate is the most frequently 
used remedy for patients with cases without complications, but 
is not suitable in those with severe symptoms. For these it is 
better first to administer proteins and vitamins and then to use 
an antimony derivative that is better tolerated. Theoretically, 
the best way of preventing schistosomiasis would be to teach 
the natives not to dispose of their fecal matter in streams that 
run near the villages, but this custom is firmly entrenched, and 
progress along this line will be slow. Meanwhile preventive treat- 
ment with emetics, provision of good drinking water for the 
larger communities, and chemical and biological destruction of 
the snail vector must be relied on. 


Pulmonary Circulation.—At the 20th anniversary of the found- 
ing of the Belgian Society of Cardiology it was stated that the 
present methods of study of cardiopulmonary function, notably 
cardiac catheterization, have added to present knowledge of 
the pulmonary circulation. Ideas were clarified concerning ex- 
change of gases, the quantity of blood going through the lung, 
and the blood pressure in the pulmonary artery and capillaries. 
It was pointed out that angiopneumography can give diagnostic, 
prognostic, and physiological information. It is indicated when- 
ever diagnosis cannot be made from a roentgenogram of the 
mediastinum or of an abnormal lung field, as in patients with 
certain aortic and arteriovenous aneurysms. Angiopneumog- 
raphy verifies the localization and extent of a neoplastic process. 
Its value is great in preoperative investigation, especially in 
cancer of the lung. In chronic pulmonary disease it may reveal 
important changes in the pulmonary circulation. Chronic cor 
pulmonale may arise from a vascular obstructive lesion (em- 
bolism or pulmonary infarction) or from a ventilatory deficiency 
(emphysema, bronchitis, or silicosis). Digitalin has no effect on 
pulmonary hypertension. Ganglioplegics of the pentamethonium 
or hexamethonium group lower the pressure in the pulmonary 
artery and in the right heart. Aminophylline has a similar action, 
and oxygen acts favorably on pulmonary hypertension. In pa- 
tients with cor pulmonale with decompensatien, phlebotomy 
and cardiotonics are recommended. Antibiotics are important 
in the prevention and treatment of cor pulmonale. Because de- 
compensation of the right side of the heart almost always 
appears during an infection, the infection must be forcefully 
combatted. 


Diphtheria.—In the Archives belges de médecine sociale, Tuyns 
and Landrain published statistics on diphtheria in Belgium. 
Though fragmentary, this study is important from an epi- 
demiological standpoint. The mortality, which was progressively 
diminishing up until 1945, suddenly dropped in the following 
period through 1950. Diphtheria particularly affects children 
between the ages of 1 and 3; therefore, toxoid should be given 
early in the preschool years. In 1945 the mortality was by far 
the lowest, because the use of toxoid had been strongly urged in 
1943. The morbidity curve parallels the mortality curve and is at 
present on the decrease in relation to the peaks of 1943 and 
1945. A new peak is feared in the next few years. The evolu- 
tion in different provinces paralleled the morbidity curve of the 
whole kingdom, but parts of the Meuse basin and western 
Flanders are endemic centers. Every year the morbidity is clearly 
elevated in the period October through January. The curves for 
1942 to 1944 show that the epidemic of 1943 could have been 
foreseen by the elevation of the average that occurred in No- 
vember, 1942. The morbidity curves should be watched, so that 
prophylaxis can be intensified at strategic times. Comparison 
with diphtheria curves in various other European countries 
shows a marked similarity. 


Scientific and Medical Center in the Congo.—An association 
was created at the University of Brussels to better the health 
status of the natives of the Belgian Congo and Ruandi-Urundi, 
especially with regard to tuberculosis. This association has re- 
cently become the Medical and Scientific Center of the Free 
University in Central Africa. The center will enlarge the scope 
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of action of the old medical center of the university in the 
Congo and has adopted the following objectives: (1) to create 
centers of scientific research and teaching in the Belgian Congo 
and Ruanda-Urundi; (2) to organize missions for study and re- 
search; (3) to further the education of the native population; 
and (4) to contribute to native medical aid through the establish- 
ment of social and medicosocial work, hospitals, dispensaries, 
laboratories, and a native medical personnel in schools for 
assistants, nurses, and obstetric nurses. The center will continue, 
as in the past, to promote not only teaching and the study of 
the special problems posed by conditions in Africa but also the 
performance of scientific research in the Congo itself. 


Rheumatism in Belgian Coal Miners.—At a special meeting of 
the French League Against Rheumatism in May, Van Mechelen 
reported that 1 to 5% of miners complain of rheumatism. It is 
third among the causes of disability in miners (15% of cases), 
coming directly after diseases of the circulatory system (21%). 
In patients with the Caplan-Colinet syndrome, joint and lung 
symptoms are usually concomitant. Colinet pointed out the 
peculiar radiographic appearance of a pneumonoconiosis formed 
by large, round, well-delineated nodules located in the external 
third of the pulmonary field. These nodules develop rapidly and 
then remain stationary. The speaker presented three cases of 
patients with tubercle bacilli in the sputum and increased sedi- 
mentation rate. The hypothesis was advanced that the nodules 
correspond to tuberculomas and the rheumatism is tuberculous 
in nature. This syndrome appears to be infrequent among 
Belgian coal miners. 


Treatment of Asthma.—At a meeting of the Belgian Society of 
Scientific Studies on Tuberculosis and Pneumology in April, 
1954, Denis read an essay on the treatment of asthma. Asthma 
requires a hereditary background for its appearance. The speaker 
believes with Cantonnet that hepatic insufficiency is basic to the 
emergence of asthma and arthritis. This implies that the correct 
treatment of asthma is the suppression of sympathomimetic 
relaxants and the observance of certain restrictions in life, espe- 
cially with regard to diet. The speaker enumerated the various 
medicaments he uses in treatment. In the one out of three pa- 
tients in whom desensitization is indispensable, he prefers poly- 
desensitization to specific desensitization, since most asthmatic 
patients are or become sensitized to a variety of agents. This 
treatment gives a rapid and long-lasting cure in 80% of the 
patients treated. 


BRAZIL 


Plague Control.—Plague is still a public health problem in 
Brazil, as it occurs in a large number of rodents in rural sections 
of the northeastern part of the country. Ten cases in humans 
were reported in 1953, one of which resulted in death. In 1899 
the principal ports of the country (Rio de Janeiro, Santos, Recife, 
and Bahia) were areas of plague endemicity. By 1938 the disease 
had been eradicated from the states of Rio de Janeiro and Sao 
Paulo. From 1939 to the present the disease has been reported 
only in rural sections of the states of Paraiba, Pernambuco, 
Alagoas, Sergipe, and Bahia. From 1934, when the first reliable 
statistics of the prevalence of the disease were compiled, to 
1953 a total of 3,490 cases in humans were reported. The in- 
cidence has, however, been decreasing as a result of the plague 
control work, performed since 1941 by a separate division of the 
National Department of Health. The case fatality rate of plague 
is not high in Brazil and is decreasing progressively with the 
introduction of modern methods of treatment. From 33% in 
1934 this rate fell to 10% in 1953. 

According to the latest report of the National Department of 
Health, the plague division has 44 physicians, 32 laboratory 
technicians, 1,351 field workers, and the necessary clerical work- 
ers, chaffeurs, and helpers. The organization includes a central 
administrative and epidemiological office in Rio de Janeiro and 
23 field districts in about 200 counties of five states. Each district 
has a local office with a field laboratory and carries out a pro- 
gram of: (1) human case finding, diagnosis, treatment, and pro- 
tection of the contacts, including immunization by means of 
avirulent live vaccine prepared by the central laboratory of the 
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division; (2) rodent control (by poisoning, traps, flame-throwers, 
and clubbing), as well as depulization with residual insecticides; 
(3) rat-proofing procedures and special measures to protect stored 
food; and (4) the identification of communities considered as 
endemic or potential foci of plague. Besides these activities in 
the rural areas of the northeastern section of the country, the 
division maintains a permanent control service at the great 
ports. 

The control of endemic plague is a hard and expensive battle 
that cost the government more than 2 million dollars in 1953, 
about 80% of which was for salaries, 13% for materials, and 
7% for transportation. The growth of the program is shown by 
the fact that the plague control work cost only about $100,000 
in 1941. In 1953 the field groups destroyed about 2,500,000 
rodents, distributed 2,200,000 poison baits, performed 3,117,000 
fumigations with hydrocyanic gas, rat-proofed 3,275,000 build- 
ings, and sprayed 1,687,400 buildings with chlorophenothane 
(DDT). In ports and rural areas 3,920,000 traps were set, by 
means of which 694,800 rats were caught. In the 26 field labora- 
tories, all these rats were classified as to species and 650,000 
of them subjected to pathological and bacteriological examina- 
tion. An extensive survey of wild rodents, begun in 1952, is being 
continued as recommended by the Plague Committee of the 
United Nations to ascertain the exact situation of sylvatic plague 
in Brazil. In 1953, 12,041 wild rodents were trapped alive. In- 
oculums from 6,030 of these were injected into susceptible 
animals to discover the presence or absence of sylvatic plague. 
All these specimens were classified, measured, and autopsied, 
and their ectoparasites collected and classified. 


Treatment of Pemphigus Foliaceus.—Pemphigus foliaceus oc- 
curs extensively in the state of Sao Paulo in a severe and painful 
form called “fogo selvagem” (wild fire). Several years ago the 
state of Sao Paulo founded the Instituto Adhemar de Barros, 
including a hospital and several laboratories to study this disease. 
Dr. Mario Fonzari, head of the therapeutic division of the 
Institute, reported in O Hospital (46:419, 1954) his experience 
in a five year period with quinacrine hydrochloride in the treat- 
ment of this disease. Of 151 patients so treated 87 reached the 
regressive stage and 6 became free of progressive lesions. When 
the regressive stage is reached the administration of the drug 
may be discontinued, the disease going on by itself to a clinical 
cure. A good prognostic sign is the appearance of the hyper- 
pigmented spots that are characteristic of the regressive stage. 
Quinacrine seems to have a suppressive action on the exudation 
and exfoliation but not on the disease itself, being ineffective in 
severe cases, as for instance in the subacute phase. The most 
effective daily dose is between 400 and 600 mg., and the treat- 
ment must be continued in accordance with the improvement 
obtained. Although the daily and total doses required were much 
larger than those used in treating malaria, only 17 patients 
showed toxic effects, the most serious having been psychosis in 
3 and lichen planus in one. All were reversible. Of 18 patients 
who died, in only 4 would it have been possible to suspect a 
toxic action of quinacrine on the heart. 





ENGLAND 


Atomic Warfare.—A course on the medical aspects of atomic 
warfare, attended by about 150 physicians, was held in Novem- 
ber at Bristol University. Dr. R. L. Cheverton said that mobility 
is essential in view of the large-scale destruction likely to result 
from an atomic attack. In a population of 500,000 about 48,000 
burn cases, 40,000 traumatic cases, and 16,000 radiation injuries 
might have to be treated. This would be greatly reduced if the 
population took adequate cover. A mobile first-aid unit has 
been planned as the first line of medical defense, consisting of 
a medical officer (a general practitioner), a trained nurse, and 
nine aides. These units would only carry out the simplest first-aid 
work, all other procedures being performed at sector hospitals 
10 or more miles from the ground center. From 15 to 20% of 
the ward space of these hospitals would be allotted for resus- 
citation, and most casualties would be evacuated after 48 hours. 
Base hospitals for acute cases, 20 to 50 miles from the ground 
center, would provide general facilities and the services of 
specialists. They would be aided by base recovery hospitals, 
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where definitive treatment would be given. The Civil Defense 
organization would also provide mobile medical, surgical, and 
resuscitation units, which could be sent to any area in need of 
assistance. In charge of these would be a hospital group officer, 
whose post would be a vital one, as he would be responsible 
for the coordination of all hospital admissions in the affected 
area. 

Prof. F. Stammers, of Birmingham University, discussing the 
surgical aspects, said that the lessons of previous wars should 
be remembered. Heavy contamination of wounds would occur, 
and treatment should, if possible, be given within six to eight 
hours, when contamination would be superficial. No wounds 
should be closed, as they would become infected in the journey 
to the rear areas, where final treatment would be given. Adequate 
splintage should be given early to prevent or delay shock, and 
delayed primary suture should be done on about the sixth day 
after injury, when healing by first intention would occur in 
nearly all cases. The initial cleaning of wounds should be with 
soap or cetrimide; any devitalized tissue and obvious foreign 
bodies should be removed and the wound dusted with a penicillin- 
sulfonamide mixture. The most lethal types of wound are open 
pneumothorax, abdominal wounds with internal bleeding, and 
wounds with destruction of large amounts of muscle. Full ex- 
cision is necessary in thoracic wounds, and when the large 
intestine is injured exteriorization is recommended. All patients 
with abdominal wounds should be given fluids intravenously and 
gastric suction. 

Sir Ernest Rock Carling said that the marrow suffer most 
destruction by exposure to radiation. Loss of resistance to in- 
fection occurs 5 to 10 days after exposure and anemia after a 
few weeks. The sequence of symptoms after exposure to a lethal 
dosage is headache, dizziness, prostration, nausea, vomiting, 
diarrhea, fever, and death. The very young, the aged, and the 
infirm are the most susceptible. There is no way of reversing 
cell destruction, but cysteine, pyridoxine, and other drugs that 
decrease oxygen tension may be of prophylactic value. Anti- 
biotics may be used when indicated, but not sulfonamides. A 
liberal diet should be given before nausea makes this impossible. 

Sir Claude Frankau said that only patients with severe burns 
could be treated in the hospital. Hands should be lightly cleansed, 
dusted with penicillin-lactose powder, and enclosed in a special 
transparent, flexible nylon glove that would be available in large 
quantities in time of war. The face might swell six to eight 
hours, but the swelling would subside after about two days. Lips 
and eyelids should be smeared with soft paraffin to prevent stick- 
ing. Patients with deep burns should be admitted to the hospital 
promptly, and first-aid treatment should be limited to covering 
the burn with dry dressings and giving morphine intravenously 
when necessary. Laboratory control would be impossible in an 
emergency, and transfusions would have to be given by rule of 
thumb. All patients with burns involving 15% or more of the 
body surface should receive a transfusion with plasma or a 
plasma expander. 

Sir Heneage Ogilvie said that the degree of shock is propor- 
tional to fluid loss, and replacement of this should be accom- 
plished as early as possible. Plasma expanders are of limited 
value and should not be given in excess of 2 pt. (946 cc.). Blood 
is the fluid of choice, but transfusion of any kind might be im- 
possible to give under the circumstances, in which case it might 
be possible to give fluids by mouth only. The patient’s desire for 
fluid and warmth are the best guide to his needs. A patient who 
is cold but does not feel it should not be warmed. The importance 
of the psychological effects of an atomic catastrophe was empha- 
sized by a number of speakers. Good leaders and a good infor- 
mation service would do much to prevent panic. The primary 
cause of mental breakdown in war is fear, according to Dr. 
W. S. Maclay. The best first aid treatment for fear is a good 
meal, a hot drink, and sedation. 


Britain’s Health.—Sir John Charles, Chief Medical Officer of the 
Ministry of Health, has published his 1953 annual report on 
the nation’s health. Last year the infant mortality reached a 
record low level of 27 per 1,000 live births; for boys it was 
29.9 and for girls 23.6. This represents a halving of the infant 
mortality compared with 1938. The mortality is still higher in 
infants born of poor parents than in those born of rich or middle 
class parents. The present level of the birth rate is high enough 
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for the replacement of the population, despite the commonly 
believed fallacy that with the passage of time the proportion of 
the population in the normal working ages will be materially 
reduced. The present tendency is toward a population consisting 
of more older persons and fewer children. We are approaching 
the age distribution that would be expected to occur in a station- 
ary population with a low mortality. Many more persons are 
living to the age of 65 than formerly, but older persons beyond 
this age are not living appreciably longer. The great reduction 
in deaths from tuberculosis has resulted in the halving of the 
death rate since 1949 in females aged 15 to 19. For the fifth 
year in succession there has been a decline in deaths from tuber- 
culosis; the rate was only 40% of that for 1948. About | in 12 
new cases diagnosed last year was found by examination of 
contacts and 1 in 5 by mass radiography. The Minister of Health 
has sanctioned BCG vaccination by local authorities of children 
toward the end of the year preceding their 14th birthday. During 
1953 the incidence of diphtheria reached a new low level of 266 
cases, which is 0.8% of the number reported 10 years ago. 
Thirty per cent of all the cases were in Staffordshire, where 
there is a hard core of personal resistance to immunization. The 
degree of immunity of an area does not, however, correspond 
to the proportion of persons who have been immunized, because 
immunity may disappear after five years. 

Typhoid and paratyphoid fever continued to decline, although 
there were sporadic outbreaks due to infected food or water. 
Dysentery, for some unexplained reason, showed an increase 
and so did cases of food poisoning, in spite of the publicity given 
to it. The remedy is in the hands of the catering industry. There 
is no excuse for the unhygienic preparation and serving of food. 
Poliomyelitis showed an increase in the number of cases and 
deaths reported; there was a shift from the younger to older age 
groups. Diagnosis, which is always clinical, is sometimes in 
doubt, as there are some neurotropic viruses that cause illnesses 
resembling mild poliomyelitis. 

The report states that the use of whole blood for transfusion 
increased alarmingly in 1952 but slackened off last year. Pathol- 
Ogists are now playing an increasing part in the organization and 
maintenance of the blood transfusion service. In 1953 there were 
over 500,000 civilian blood donors. From 5 to 10% of those 
volunteering as donors were rejected because of infectious 
hepatitis. The public attitude toward mental illness is changing. 
This was reflected by the increased number of patients applying 
voluntarily for treatment. The outlook for the prevention of 
mental illness is more encouraging than formerly. On the other 
hand, there was a neglect of dental care in the adult population, 
as shown by the fact that not more than 10% of expectant 
mothers availed themselves of the benefits of dental aid. A 
mission that visited the United States to study the fluoridation 
of public water supplies to prevent dental caries recommended 
starting pilot studies on fluoridation in selected areas in this 
country. ° 


Home Treatment of Mental Iliness.—Dr. A. Querido, professor 
of social medicine in the University of Amsterdam, recently 
addressed an audience at the Senate House, London University, 
on the experiment in Amsterdam of treating the mentally sick 
in their own homes when possible. The scheme, started 25 years 
ago as an economy measure by Dr. Querido, has been continued, 
as it works well. By the use of a small central psychiatric staff, 
it has proved possible to treat in their homes many of the 
mentally sick of Amsterdam, whereas formerly they would have 
occupied psychiatric beds in the hospitals. Dr. Querido said that, 
in addition to saving money, the scheme was good for the 
patients, as it kept them in circulation in society. The experiment 
was started in 1930, when the economic depression hit Holland, 
to reduce the rising costs of hospital treatment, particularly of 
mental patients. At the time there were 3,300 psychiatric beds 
in and around Amsterdam, catering to a population of nearly 
1 million. It was shown that 10% of these patients, although 
in need of treatment, did not require admission to the hospital, 
and in most cases a home was found for them, by a relative or 
friend, where they had psychiatric treatment directed from one 
of the hospitals. It soon became obvious that the criterion for 
hospitalization did not depend on the patient's diagnostic label 
but on whether he or she was unable to live with others. The 
corollary to this was that reduction in the numbers of patients 
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in mental hospitals was best achieved not by discharging existing 
patients but by preventing the admission of new ones. 

Admission to the hospital is requested by general practition- 
ers, the police, or the patient’s relatives. All patients, whether 
voluntary or certified, are examined by the city psychiatrist or 
one of his staff, so that every case is investigated on the spot 
and the whole social background examined. Integration of the 
social factors is as important as an assessment of the patient’s 
symptoms and the clinical diagnosis. The present psychiatric 
staff of the city of Amsterdam consists of 45, 10 of whom are 
psychiatrists and 20 social workers. They are able to supervise 
6,000 mental cases at a cost of $70,000 a year and without any 
heavy capital expenditure. For administrative purposes the city 
is divided into sectors, each in charge of a psychiatrist and the 
necessary number of social workers; there are about 400 patients 
in each sector. A 24-hour psychiatric service is available, so that 
emergency cases can be dealt with, and every morning there is 
a staff conference between members of the different sectors. 

Patients are first sent to the university clinic for full investi- 
gation and the integration of clinical and social factors. A de- 
cision is then made as to whether the patient should be hos- 
pitalized or treated under the domiciliary psychiatric service. 
Mental hospitals are also visited and assessments of patients 
made frequently, because the chances of returning a patient to 
society after eight months or more in hospitals are poor. If a 
patient is to be treated by the psychiatric domiciliary service he 
is seen by the sector psychiatrist, who recommends the treatment 
and number of domiciliary visits to be made. Patients are almost 
always seen at home and without warning; only rarely are they 
seen at the psychiatrist’s office. Although the service is entirely 
voluntary and no compulsion is used, uncooperative patients 
must sometimes be hospitalized. The psychiatric service is re- 
inforced by certain outside aids, such as specially controlled 
workshops for temporary employment, foster homes for the 
family of the breadwinner or for old or lonely persons, funds 
for clothes and food, and an efficient employment bureau for 
finding the patients work after recovery. This psychiatric 
service is becoming more and more concerned with prevention 
as well as treatment. Children at special schools for the feeble- 
minded are seen by sector psychiatrists. This has led to teachers 
in other schools referring problem children to the psychiatrists. 
The service also cooperates with the infant welfare clinics, the 
children’s courts, and in the case of adults with the Bureau of 
Public Assistance and the City Housing Office. In the latter cases 
help is given in dealing with problem families and the problem 
of unemployment. 


Tuberculosis in Eire—In May, 1950, the Medical Research 
Council of Ireland undertook a tuberculosis survey of the coun- 
try, and their findings have just been published (Tuberculosis 
in Ireland: Report of the National Tuberqlosis Survey [1950- 
53]: Submitted to the Medical Research Council of Ireland, 
1954). The report shows that tuberculosis has been rife in Ireland 
for 150 years and has followed in the wake of famine, which 
often resulted from failure of the potato crop. Increasing urbani- 
zation of the population has kept the incidence of tuberculosis 
in the country high. Although it is higher in the towns, there 
are small pockets of infection in rural areas, due to tuberculous 
invalids returning from the towns and from Britain. In Dublin, 
which has a third of the total number of cases of tuberculosis 
in Ireland but only a sixth of the total population, the incidence 
of tuberculosis is 0.655%, which is nearly three times that in 
the rural areas. The incidence is almost as high in Cork. Infection 
is mostly with the human and not the bovine type, and in the 
towns morbidity and mortality rates are greater in males than 
females, although the situation is reversed in rural districts. The 
prevalence in the urban male is particularly neticeable in work- 
ers engaged in building, transport, and industry. Thus, in the 
building industry the incidence of tuberculosis is 1.86%, com- 
pared with 0.17% in land workers, a ratio of 11:1. Women in 
industry also show a higher rate than those doing sedentary work. 
The report emphasizes that this high incidence of tuberculosis 
in the industrial worker is due to its localization in certain 
industries. 

Preventive measures proposed to deal with the situation in- 
clude the tuberculin testing of young persons entering employ- 
ment and vaccinating negative reactors with BCG vaccine; 
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annual miniature chest roentgenograms for all industrial work- 
ers; and roentgenograms for insured persons under the National 
Health Service. Mass radiographic surveys have confirmed the 
high incidence of tuberculosis in urban areas, particularly in 
industrial centers. The incidence of active cases detected in this 
way is said to be 14 per 1,000, which is high and does not 
justify the statement in the report that in respect to the incidence 
of tuberculosis “Ireland occupies an intermediate position com- 
pared to the other European countries.” The figures used for 
comparison are 10 years old. Ten years ago the incidence in 
many European countries was high owing to malnutrition and 
disturbances due to the war. The report strongly recommends 
vaccination with BCG, which is regarded as more important than 
ameliorating social conditions. Congested conditions in lodgings 
or in industry are held to be responsible because of the increased 
risk of exposure rather than because of social inadequacies. The 
report does not consider that improved social conditions alone 
will diminish the incidence of tuberculosis. Because the present 
rate of progress with vaccination is too slow to provide mass 
protection within a reasonable time, it should be speeded up four 
or fivefold. BCG vaccination is considered to be essential for 
tuberculin negative persons living or working in the towns. The 
report also emphasizes the necessity for more efficient case find- 
ing in the homes, at work, and at school by means of tuberculin 
testing. Better roentgenologic facilities for the general practi- 
tioner in examining persons with suspected cases are also 
advocated. 


College of General Practitioners Two Years Old.—A gavel made 
from the wood of a tree from the Island of Cos, where Hippo- 
crates was born, called together the College of General Practi- 
tioners for its second annual meeting in November. The meeting 
was preceded by a lecture in memory of Sir James Mackenzie, 
given by the president, Dr. W. N. Pickles, on “Epidemiology 
in Country Practice.” He recalled his observations on what is 
now known as infectious hepatitis in general practice in 1929, 
when he thought that it might have been a mild form of 
spirochetal jaundice (Weil’s disease). He concluded that the in- 
cubation period was a month, the period of infectiousness about a 
week, and that the disease was spread from person to person by 
droplet infection. He kept careful records and was able to show 
that a village girl transmitted the disease to 13 other persons. 
He found that some degrees of immunity to influenza, lasting 
between four and seven years, occurred after an epidemic, and 
that the second and third waves of measles from a single source 
appeared at about 12 day intervals. During the last 20 years he 
had tabulated more than 6,800 cases of infectious disease. There 
is scope for further research, based on patient and careful ob- 
servation, in general practice. No physician is so busy that he 
cannot take a special interest in some matter. Instead of adding 
to a physician’s burden, such an interest would add zest to his 
work and might even prove a relaxation from routine work. 


The annual report was presented by the chairman of the 
council, who referred to plans for research by general practition- 
ers, 400 of whom expressed willingness to investigate research 
problems. 


Cultivation of Rubella Virus.—Dr. S. G. Anderson of the Walter 
and Eliza Hall Institute of Medical Research, Melbourne, using 
techniques similar to those employed in cultivating the viruses 
of poliomyelitis, varicella, and measles, claims to have cultivated 
the rubella virus in tissue culture (Lancet 2:1107, 1954). Throat 
washings from a patient with typical rubella inoculated into 
cultures of monkey kidney tissue produced characteristic changes 
in cell outgrowth. Normal tissue cultures of monkey kidney con- 
sist of polygonal cells lying contiguously in a sheet. Most of the 
cells are small, but there are a few multinucleate-cell areas. After 
inoculation with the throat washings there was a great increase 
in the number of multinucleate-cell areas and an increased pro- 
portion of large mononucleate cells. The cytoplasm of both 
types of cell frequently appeared abnormal, presenting a 
structureless “smeared” appearance. These changes were trans- 
missible in series and could also be passed to cultures of human 
embryonic lung and pooled human embryonic tissue. The evi- 
dence was suggestive that the transmissible agent in the cultures 
was inactivated by convalescent rubella serum but not by con- 
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valescent measles serum. The diagnosis of rubella in the patient 
from whom the initial virus material was obtained and in the 
volunteer providing the convalescent serum was made on clinical 
grounds and was therefore not absolutely certain. There was, 
however, supporting epidemiological evidence. 


Death After Twenty Years from Radon.—The death of a 42- 
year-old man from malignant disease occurred 20 years after 
exposure to radon. In 1934-1935 he worked for a year at the 
Radium Institute in London as a laboratory assistant, filling 
capsules with radon. His hands became scaly and his red and 
white blood cell counts fell below normal. He gave up his work. 
In 1953 a tumor was removed from his right axilla. The growth 
recurred and spread to his chest, where it broke down and caused 
a suppurative bronchopneumonia. At the inquest at Southwark, 
London, death was attributed to bronchopneumonia after a 
radium cancer. 


SWITZERLAND 


International Convention of Individual Psychology.—The first 
International Convention of Individual Psychology met follow- 
ing the international meeting of Psychotherapy held in Zurich 
in July. Dr. Sophie Lazarsfeld of the United States, in dis- 
cussing the way individual psychology now incorporates ideas 
from other schools of depth-psychology into its structure, said 
that transference and countertransference, for instance, were 
inevitable phenomena, which had to be taken into account in 
every psychotherapeutic situation. Dr. Ronge from Amsterdam 
said that Freud’s structure of the superego was based on Adler’s 
precept of social consciousness and that Adler’s thoughts on 
the importance of interpersonal relationships culminated in the 
development of group therapy. The whole psychosomatic ap- 
proach in medicine can be viewed, therefore, as an extension 
of Adler’s original thinking on organ-inferiority. Dr. Louis of 
Zurich, speaking of the effect on humanity of the extension of 
various types of insurance, stressed the neurotic implications 
in the need and craving for security that seem to engulf more 
and more people. 


TURKEY 


Bell’s Palsy.—In Klinik (vol. 12, no. 5), Dr. Hulusi Dosdogru 
described how he cured himself and two patients of neuropathy 
of facial nerve (Bell’s palsy) when cortisone was not available. 
While he was in a cold and damp climate rheumatic pains 
developed. A daily dose of 6 tablets of phenylbutazone (Irgapy- 
rine) and Urodonal (a preparation containing methenamine) 
caused a decrease in the oxaluria and slight relief from the pain. 
Suddenly a severe pain for which sedatives were ineffective 
developed in the right mastoid process. The patient’s tempera- 
ture was subnormal. Soon symptoms of coryza and sore throat 
developed. The pain in the right mastoid region increased, and a 
complete right-sided facial paralysis with lagophthalmos and 
epiphora developed. A dose of 100 mg. of vitamin B, by mouth, 
three times daily; 2 gm. of aspirin; 1 tablet of neostigmine (Pro- 
stigmin); and an injection of 100 mg. of vitamin B, every other 
day were taken. Dry heat was applied to the affected side and 
the condition gradually improved. By the third week the paraly- 
sis had subsided. A 45-year-old man with a right-sided facial 
paralysis and a blood pressure of 190/100 mm. Hg received a 
daily dose of 2 gm. of aspirin, 1 ampul of acetylcholine, 1 ampul 
(200 mg.) of vitamin B:, 1 ampul of neostigmine, and the appli- 
cation of dry heat to the affected side. After 10 days of the 
therapy and 20 days after the onset of the paralysis all symp- 
toms disappeared. A 6-year-old boy with the same findings was 
given 0.5 gm. of aspirin and 50 mg. of vitamin B, by mouth 
three times daily. Dry heat was applied. Improvement was ob- 
served after 5 days and a complete recovery after 15 days. 
Although good results are obtained with cortisone in treating 
Bell’s palsy, the drug is expensive and often not available. 
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Aortic Coarctation.—In Dirim (vol. 27, no. 5), Prof. Burhan 
Tugan of the Giilhane Military Medical Academy and Dr. S. 
Urunay reported a case of congenital aortic coarctation. A 20- 
year-old soldier complained of intermittent cardiac palpation, 
present since childhood, that had increased in severity during 
the previous four months. He smoked 10 cigarettes a day and 
used no alcohol. His thorax was symmetrical. The apex beat 
of the heart was visible and palpable in the seventh intercostal 
space. A systolic souffle was heard in the precordium, and a 
sharp souffle was heard in the region of the aortic and pulmo- 
nary valves. Bilateral intercostal arterial pulsations were present 
in the paravertebral regions and in the arteries of the neck and 
back. The blood pressure was 220/100 mm. Hg. The electro- 
cardiogram showed deep S waves in lead V. and high (25 mm.) 
R waves in lead V». The erythrocyte count was 5,520,000 pet 
cubic millimeter, the hemoglobin level was 110%; and the leu- 
kocyte count was 9,800 per cubic millimeter, with 1% poly- 
nuclear neutrophils, 66% transitional cells, 25% lymphocytes, 
and 8% monocytes. The venous pressure was 12 cm. H.O. The 
eye grounds showed slight edema of the retinas and tortuous 
thin arteries. The electrocardiogram suggested hypertrophy of 
the left ventricle. On the roentgenogram the ascending aorta 
was seen to be distended to the right and there was erosion of 
the aortic isthmus below the costal margin. The patient was 
given palliatives and discharged. 





Streptomycin Therapy in Pott’s Paraplegia.—In Dirim (vol. 29, 
no. 6), Dr. Ertugrul Saltuk, who had previously obtained good 
results with streptomycin in three patients with Pott’s paraplegia, 
reported good results with streptomycin in a fourth case. Three 
months before admission to the hospital a 30-year-old man had 
been exposed to cold as a result of an earthquake. Soon both 
his lower extremities became increasingly weak, and within six 
weeks paraplegia developed. The onset was febrile. Voluntary 
movements of the legs were absent. There was marked tension 
of the flexor and abductor muscles, absence of tactile sense in 
the right lower extremity and below the ieft knee, and only 
slight sensitivity to pain or heat. The abdominal reflexes were 
bilaterally absent and Babinski’s and Rossolimo’s reflexes were 
present. The patient was unable to walk and had a kyphosis. 
The cerebrospinal fluid was slightly clouded, with 0.8% albumin 
and three cells per high power field. The Nonne-Apelt reaction 
and the Weichbrodt test were 2+ and the Pandy test was 3+. 
Roentgenograms showed caries of the 12th thoracic vertebra. 
The patient received a daily dose of 1 gm. of streptomycin and 
was advised to sleep on a hard bed. Gradually his condition 
improved, spastic movements decreased, sensitivity and reflexes 
gradually returned to normal, and after two months he began 
to walk again. He was discharged completely cured of the para- 
plegia after another month. He received a total of 50 gm. of 
streptomycin. 


Latent Lung Cancer.—In Dirim (vol. 27, no. 5), Prof. Recai 
Ergiider of the Giilhane Medical Academy reported a case of 
latent pulmonary carcinoma accidentally discovered in a 53- 
year-old man. He had been admitted to the hospital because of 
epigastric pain. On physical examination there were no organic 
abnormalities. The sedimentation rate was 32 mm. The gastric 
secretion was slightly hypochlorhydric. On the roentgenogram 
there was nothing abnormal in the epigastric region, but in the 
right lobe of the lung a mass the size of an orange was seen. 
Bronchoscopic examination showed a superficial, irregular, 
easily bleeding formation at the basal-lateral bronchus of the 
right lobe. Cytological examination of the aspiration biopsy 
specimen and of the patient's saliva, submitted to the Univer- 
sity Institute of Pathology, revealed cancer cells. A pneu- 
monectomy was performed. During the operation the patient 
received 350 cc. of isotonic dextrose solution and 1,500 cc. of 
whole blood. On the second postoperative day he had a tem- 
perature of 100.4 F. On the fifth day he was allowed out of 
bed and was discharged after two weeks. Although a small lung 
tumor soon obstructs the bronchus of an upper lobe, resulting 
in discomfort, in this case a large tumor caused no distressing 
symptoms. 
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CORRESPONDENCE 


THE FRACTURE PROBLEM 


To the Editor:—The article “A Critical Analysis of the Fracture 
Problem” in the Oct. 30, 1954, issue of THE JOURNAL, page 805, 
contained a laudable aim of broadening the education of the 
general practitioner in the treatment of fractures. However, this 
article also contained several statements with which I should 
like to take issue. Initially I might say it is unfortunate that 
these articles appear in the journals and give the proponents of 
“Hate Your Doctor Week” ammunition for their vituperative 
campaigns. The broad condemnation of open operation in the 
treatment of fractures, if and when it appears in the lay press, 
will do untold damage to the expert orthopedist who is using 
good surgical judgment and technique, just as the recent vicious 
campaign about fee-splitting has made all surgeons suspect in 
the minds of the laity. 

The author makes his case solely to promote closed reductions 
and notes the added trauma of open reduction. Does he not 
recognize that closed reduction frequently results in much 
rending and tearing of tissues that is more damaging than a 
well carried out open procedure? Unfortunately economics enter 
into the picture as well. The intratrochanteric fracture of the 
hip, we all recognize, is a fracture that will unite under any 
form of treatment. Aside from the benefits to be derived by 
having a patient up and about, even on crutches, we have costs 
to consider. Hospitalization costs ranging from $14 to $21 a day 
and up represent, to some persons, as great a disaster as the 
fracture of the hip itself. The patient with an intratrochanteric 
fracture who is treated by closed methods, usually in traction, 
requires hospitalization for a minimum of 14 weeks, and the 
hospital bill in itself can be an overwhelming burden to him. 
The same patient with an open reduction and internal fixation 
can be ambulatory on crutches within a matter of days and out 
of the hospital in a week or 10 days and save this great expense, 
to say nothing of the improvement in his mental attitude and 
physiology as a result of being up and about rather than con- 
fined to bed. 

The author also points the finger of scorn at physical therapy, 
conjecturing without any statistical evidence that this plays no 
appreciable role in altering the final loss of function. I, too, 
have no evidence to deny this, but I do know that the duration 
of the loss of function is lessened by appropriate physical therapy 
methods and that the patient who receives such physical therapy 
is in a much better frame of mind as regards his treatment and 
his illness and disability. Likewise, the insurance companies that 
I have had to deal with are almost universally in favor of their 
patients receiving some kind of rehabilitation treatment. In one 
instance it is for the purpose of speeding the patient’s recovery 
and in another, for keeping the patient contented with his care 
and progress. Some of the larger companies feel that it is so 
economically sound that they run large rehabilitation centers, at 
no little expense. Evidently they feel that it pays off economically 
as well as psychologically. 

My final objection has to do with the paragraph on hip 
prostheses. The author makes several statements that do not 
appear to have been borne out by recent surveys. True, the 
initial wave of enthusiasm has been dampened to a certain 
extent. This comes under the heading of progress. That the hip 
prosthesis plays little or no useful part in the treatment of 
fractures of the hip is certainly a matter of opinion that inay 
very well be held by some persons but is not shared by many 
others. The author decries “glowing follow-up studies” of six 
months and even two years. This to me seems very important. 
In treating fractures in aged patients one of the most rewarding 
sights is to have a patient well in the 80’s fitted with a prosthesis 
to replace the damaged bone after a subcapital fracture of the 
neck of the femur and have this patient up and about with the 
use of a cane or crutches in five or six days. It is elementary to 
say that bone tissue will not unite with metal. However, as early 
as this, we already have autopsy specimens in which certain 
prostheses (Moore) have been well bonded to the bone, so that 
they are immovable in the dried specimens and apparently 


served very well for weight bearing. The fact that there are 30 
different types of hip prostheses in use is to me a sign of progress 
rather than something to be derided. Several years ago, I believe, 
there were about 58 prostheses demonstrated at a meeting of 
the American Academy of Orthopedic Surgeons in Chicago. 
The 30 that we have now represent a weeding-out process that 
will probably continue. I would feel safe in saying that the bulk 
of the prostheses in use is probably represented by 3 or 4 and 
not 30 and that eventually we will come to the right type of 
prosthesis that serves best. I have seen and heard of failure of 
several Judet-type prostheses for several reasons, such as 
material, dislocation, and fracture, but have yet to see or hear 
of a Moore vitallium prosthesis failing for these reasons. Un- 
fortunately I have seen and heard of many intracapsular frac- 
tures failing to unite. This represents a failure that subjects a 
patient to months of invalidism, as would occur even if the 
fracture had united; not so with the prosthesis. So far I have 
seen only good results. It will take a lot of bad results to make 
me condemn the hip prosthesis as did this author. 


IRWIN A. JAsLow, M.D. 

Chief, Orthopaedic Department 
St. Luke’s Hospital 

New Bedford, Mass. 


ELECTRIC SHOCK TREATMENT 
IN ORGANIC HEART DISEASE 


To the Editor:—Electric shock treatment has become, during 
the last years, a well-recognized treatment for mental diseases 
and has shown excellent results. Unfortunately, it is not given 
the chance it deserves because most practicing physicians and 
even many doctors who work with mental patients are still 
reluctant to give this treatment. I remember from my own 
experience during 25 years in internal medicine that I was usually 
very hesitant to consent to electric shock treatment if a con- 
sulting psychiatrist had recommended it. This attitude of mine 
has completely changed since working in a mental hospital 
and seeing the remarkable results. 

What are the reasons for the resistance against this form of 
treatment? It may be that the name “electric shock’ treatment” 
is somewhat responsible for this reluctance. There might be in 
the back of one’s mind a certain connection with the electric 
chair, and the name itself must be upsetting for patients and 
their relatives. “Shock” is too much connected with unpleasant 
events or experiences. It is therefore understandable that one 
frequently encounters the impression that this treatment is given 
as a kind of punishment, and it may be this idea that leads to 
the theory that the “death fear” is the helpful agent in this 
treatment. It is hoped that the time is not far away when serious 
consideration will be given to selecting a more suitable and 
soothing name for this very effective treatment: a name like 
“electronarcosis” or even “electric cure,” which in itself would 
be promising to patients and physicians alike. 

We gave, during the last two years, over 8,000 electric shock 
treatments to more than 200 senile female patients (20 were in 
their 80’s and 56 between ages 70 and 80). Only 10% showed 
no improvement; 11% were able to return home; 41% improved 
so much that they were able to go home for short periods of 
time; and 39% were able to mingle again with other patients 
and participate in normal activity. It is reasonable to assume 
that many of the patients had some myocardial degeneration. 
A few had actually gone through a longer or shorter period of 
congestive failure and were treated after compensation occurred. 
In not one of these cases has any serious effect on the heart 
after electric shock treatment appeared. This fact encouraged us 
to start this treatment in patients with severer heart conditions. 
We gave sedation prior to treatment only if the patient showed 
severe anxiety. We used the lowest voltage to get a convulsive 
reaction, mostly 110 volts, and never shorter than 0.6 seconds, 
with the Medcraft machine. Every effort was made to impress 
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on the patient that this form of treatment was not a punishment 
but would be beneficial to her. Therefore, every patient was 
addressed immediately before treatment in about the following 
manner: “Good morning, relax, don’t worry, this will help you.” 
The attendants observed that, in most cases, even the very 
disturbed patient lost her tenseness. It seems that the personal 
influence of the physician is as important here as in almost 
every field of medical practice and that a purely mechanical 
treatment is a very poor substitute. In other words, there is more 
involved than just pressing a button. A surgeon who uses his 
knife even with the utmost skill will never be outstanding if he 
misses the human touch. 

We selected 12 patients, of whom 6 were suffering from 
rheumatic heart condition and 6 had a history of coronary 
thrombosis and marked electrocardiographic changes. All of 
these patients were either very combative, hyperactive, resistive, 
or very depressed and melancholic, with severe feeding problems 
and suicidal tendencies. Their mental and physical actions were 
probably a much greater strain on their hearts than electric shock 
treatment could ever be. All these patients have greatly improved 
mentally, and no adverse effects on their hearts were observed. 


GUNTHER E. Wo rr, M.D. 
Camarillo State Hospital 
Camarillo, Calif. 


SOCIAL SECURITY 


To the Editor:—In THe Journat of Sept. 11, 1954, page 194, 
is a statement by a nurse on a political issue. I am a Democratic 
councilman of Yonkers and have been a member of the Ameri- 
can Medical Association for 25 years, and I would like to answer 
her. I never sought political office, nor have I ever been an 
active member of a political club. But as our distinguished Dr. 
Frank Leahy used to say, “I am a nonconformer by race, by 
birth, and by choice.” I have been an active member of the 
medical profession of my neighborhood for almost a quarter 
of a century, trying at all times to place the good of the people 
above my own personal security. The result is that I am getting 
old without wealth, but proud and happy, and shall be only 
too glad to accept, if I can, social security at 65 instead of 
passing the hat around to my fellow doctors when I get too 
old to work. I look upon social security not as charity but as 
bread I have earned by the sweat of my brow, and so should 
everybody else, I think, if they have the ability and the patience 
to fairly examine the facts. 

I should like to tell Nurse Chieffo how I became a Demo- 
cratic councilman in my district. It has not had a Democratic 
representative in 25 years. It was simple. I sent out 10,000 letters 
to the 10,000 voters after getting about 90% of the doctors to 
vouch for my integrity and honesty. The letters stated simply 
that I wished to represent them in city hall and would protect 
their interest in government as diligently as I had in medicine. 
The result? I won by a landslide and surprised both the Demo- 
cratic and the Republican machines. I understood now I was 
given the Democratic nomination simply because they did not 
believe anybody could win in this Republican neighborhood. I 
do not believe, nor do I think many doctors believe, that a con- 
cept of life that renders the people a larger share of the bread 
they have earned is going to enslave anybody. Neither do I 
believe it is going to make fawning vassals of anybody. And 
when I read such a statement from the wife of a doctor who 
must come into contact with human wants as much as I do, 
the only prayer I offer her is “God forgive her for she knows 
not what she is talking about.” 

In closing, may I ask Nurse Florence Chieffo what, if she 
believes the doctor so resents having the government pass back 
to him at 65 a minimum return for the rest of his life because 
it is a dole, she calls the millions and millions the rich inherit 
because their father’s father outsmarted or outcheated our 
father's father? Is that a dole, or is that just another sign that 
man has stood erect but his brains are still a little animalistically 
stupid? 

Louis KEATING, M.D. 
86 Livingston Ave. 
Yonkers, N. Y. 
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To the Editor:—Although fully aware that it is easier to criticize 
than to create, I could not resist the temptation to express my 
opinion on our present-day medical profession. I think that we 
have succumbed to the inertia of easy living that has drugged 
the rest of the population into gradually accepting the something- 
for-nothing philosophy as the normal way of life. We are drift- 
ing with them into an all-inclusive socialistic mediocrity because 
of laziness, inertia, complacency, and unwillingness to take a 
risk. Actually, we should be the nucleus of resistance to this 
current, but money and its acquisition has made us not only 
indifferent but really hostile toward any person or organization 
that attempts to stem the flow. Unfortunately, it is this very 
attitude that hastens the loss of material assets because it lays 
us open to the blandishments of medically ignorant but worldly 
wise conspirators and visionaries. The opinion of most physi- 
cians about government medicine is “It can’t happen here” or 
“We can’t do anything about it anyway.” A small body of 
physicians actually welcome “socialized medicine,” probably 
those who are in the main rather unsuccessful. 

The unique individual freedom enjoyed in the United States 
was won by hardy, altruistic individualists in a life-and-death 
struggle and will be kept only by the same efforts by similar 
persons. We are trading our individuality and freedom for a 
nebulous “security” and thus paradoxically losing without a 
struggle the very things that we consider most precious, for the 
dead hand of government soon makes short work of individual 
incentive and then there is no material gain. The American 
Medical Association, which is trying to preserve our system of 
medical practice against the onslaught of shrewd political forces, 
is being soundly castigated not only by its enemies but also by 
the very doctors it is trying to protect. I think that this situation 
could be ameliorated by a more active campaign by the national 
and state societies to explain the objectives and the nature of 
the forces involved to the physicians of the United States, so 
that they will not agree with the laity that the A. M. A. is 
merely a hard core of reactionaries who are trying to preserve 
their sway over medical affairs at the expense of “progress.” 

It was disheartening to see that about 60% of doctors who 
bothered to vote in a recent county society's poll on social 
security for physicians voted in favor. Willingly or not, they 
are abetting a treadmill for doctors of the future, who will pay 
into a fund for 40 years of their lives in return for a small pit- 
tance for about 10 years or so after retirement, money that 
will be totally lost if the doctor dies before age 65 or keeps 
working after that age. In the main they will be paying for 
someone else’s pension, whereas if they kept their deductions 
they would at least have something when they quit. I cannot 
help feeling that the spirit of independence that kept us going 
for 178 years is quietly expiring, unmourned, and that an in- 
tellectually important segment of our population is willingly 
acting as pallbearers. 


(Name withheld on request) 


MECKEL’S DIVERTICULITIS 


To the Editor:—It seems to me that the article entitled 
“Pathognomonic Abdominal Sign for Meckel’s Diverticulitis” in 
THE JOURNAL of March 27, 1954, page 1083, warrants comment. 
In the first place, the statement that Gross, in his book “Surgery 
of Infancy and Childhood,” has reported 149 cases of Meckel’s 
diverticulitis is incorrect. What Gross does say is that, of 149 
instances in which a Meckel’s diverticulum was removed, it was 
removed because of inflammation (diverticulitis) in 18. In an- 
other chapter of his book Gross reported on 2,070 cases of acute 
appendicitis, as noted in the article, but 79 or nearly 4%, and 
not less than 3%, occurred in the first two years of life. At the 
Boston Children’s Hospital, during a period when there were 79 
cases of acute appendicitis in patients under 2 years of age, there 
were only 18 patients with Meckel’s diverticulitis in all age 
groups (up to 12 years). Assuming that 50% of these were under 
2 years of age, which was true in a recent series of 12 cases, 
then there were only 9 patients with Meckel’s diverticulitis under 
2 years of age in the same period of time as 79 with acute appen- 
dicitis. The statement that rectal hemorrhage is a cardinal sign of 
Meckel’s diverticulitis is also incorrect. Such bleeding may, of 
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course, occur in a peptic ulcer in a Meckel’s diverticulum. 
Further, the statement that the alleged pathognomonic sign is 
possible only when there is a fibrous cord connecting the um- 
bilicus and the intestine is erroneous. Finally, while this sign, 
evidence of periumbilical cellulitis, may have “permitted a cor- 
rect diagnosis” of “severe Meckel’s diverticulitis with perforation 
and general peritonitis,” that fact cannot be expected to con- 
tribute to a lowering of the mortality rate from Meckel’s diver- 
ticulitis. On the contrary, waiting for it to appear would, more 
often than not, prove disastrous. 


JoHN W. CHAMBERLAIN, M.D. 
Surgeon-in-Chief 

Pediatric Surgical Service 
Boston City Hospital 

Boston. 


ROUTINE ROENTGENOGRAPHY 


To the Editor:—I wish to discuss the article “The Value of a 
Routine Abdominal Film” in the Sept. 18, 1954, issue of THE 
JOURNAL, page 220. It should have a subheading, “The Value 
of a Routine Physical and History.” I can think of no greater 
waste of time and money than a routine, unprepared examina- 
tion in a symptomless person. If the patient has signs or symp- 
toms one may proceed with the necessary examinations; if there 
are no Signs or symptoms the truly important findings are few. 
Among the ones listed by Drs. Levine and Crosbie as “valuable” 
are subluxations of the second and third lumbar vertebrae, 
heavy metal in buttocks, scoliosis of the spine, early Paget's 
disease of bone, calcification in the spleen, and calcified nodes. 
It is a rare case in which a truly valuable finding is not at least 
suggested by clinical studies. To read a kidney, ureter, and 
bladder film without clinical status is a hazardous procedure. 
Yours for fewer routine films and more attention to the patient 
and his complaints. 

M. Mortram, M.D. 

450 Sutter St. 

San Francisco 8. 


SCHISTOSOMIASIS 


To the Editor:—In a letter on schistosomiasis japonica in THE 
JourNAL for Sept. 11, 1954, page 195, the writer says, “The 
detection of live ova depends on the skill of the microscopist in 
recognizing flame cells within the shell of the ovum.” Any 
high school biology student should be able to recognize flame 
cells if he uses the high power of the microscope. If, as is some- 
times done, the specimen of rectal mucosa is merely pressed 
between two microscope slides, the resulting preparation is too 
thick to allow the use of a high-power objective. If the specimen 
is placed on a slide and covered with a cover glass, and then 
another slide is placed on top of this and pressure applied, the 
top slide may then be removed and there results a preparation 
that can be studied under the high dry objective. Flame cells are 
easily seen, and at an earlier stage of development of the 
embryo, when the grosser movements of the entire miracidium 
would not occur. 

ARTHUR L. SPRINGER, M.D. 

Box 3788 

San Juan, Puerto Rico. 


LONGEVITY AMONG PHYSICIANS 


To the Editor:—In THE JouRNAL for Sept. 25, 1954, page 447, 
an interesting note appeared as to aged physicians in practice. 
It happens that the only immediate relative in my family that 
was a doctor lived in the Wisconsin area mentioned by Dr. J. C. 
Cutler. He was Dr. William R. Whitelaw. He was born in 
Wisconsin in 1853 and graduated from the University of Michi- 
gan Medical Department in 1880. He located in Lodi, about 25 
miles north of Madison, Wis., at once with an older physician, 
as did many young men of that time. Dr. Whitelaw continued 
to practice in Lodi all his life till about 10 years ago. His family 
were all gone from home, and he lived in an apartment at the 
rear of his office; even when he could no longer practice actively 
with house calls and country visits, many of his old patients kept 
coming to his office for help. Dr. Whitelaw died two months ago 





J.A.M.A., Jan. 1, 1955 


at the advanced age of a month over 101 years. He kept office 
during a practice of over 60 years. When asked why he could 
live so long he said, “By minding my own business.” His years 
were filled with the rugged activity and practice associated with 
the life of the country practitioner of the “horse and buggy” 
days. 

H. N. WHITELAW, M.D. 

202 Cress Bldg. 

Corvallis, Ore. 


LEAD POISONING 


To. the Editor:—Prof. Herbert H. Uhlig, a corrosion expert at 
Massachusetts Institute of Technology, Department of Metal- 
lurgy, has at our suggestion reviewed the item in THE JOURNAL 
for Nov. 28, 1953, page 1197, under the head “Lead Poisoning.” 
He takes exception to the implied connection between lead 
poisoning and copper ground wires set forth in the digest of 
the work of Prof. H. Desoille and Dr. C. Albaharry. Professor 
Uhlig holds that electric current flowing through .a pipe has no 
effect on internal corrosion of the pipe material and thus that 
lead poisoning can easily occur independently of any grounding 
system of which the lead pipes are a part. It is his view, there- 
fore, that the observations by Desoille and Albaharry were in- 
correct in that the level of lead in the water was not, in fact, 
related to whether current was flowing through the pipe to the 
ground wire. This is not to imply that flow of current is not 
often a cause of corrosion on the external surface of pipes but, 
rather, that in the circumstances described the current flow was 
not a cause of increased corrosion of the pipe internally. The 
ground wire may and often does cause increased galvanic cor- 
rosion near the external pipe area where it makes contact with 
the outside of the pipe. 
F. J. SCHLIiNK, President 
Consumers’ Research, Inc. 
Consumers’ Road 
Washington, N. J. 


EMOTION AND COAL MINERS 


To the Editor:—The article in THE JouRNAL of Oct. 2, 1954, 
page 484, by Ross, Miller, Leet, and Princi, “Emotional Aspects 
of Respiratory Disorders in Coal Miners,” based on the evalu- 
ation of 40 patients, is the subject of this correspondence. These 
authors are to be commended on their careful study and psychi- 
atric evaluation of their 40 coal miners. However, it would lead 
to false conclusions if the average physician assumed that 87.5% 
of coal miners had varying degrees of disability due to psychi- 
atric illness and that in 35% it was the exclusive cause of dis- 
ability. They also report a 15% incidence of bronchial asthma 
in their 40 patients. This incidence is much higher than in the 
population as a whole. 

I have lived in a coal mining community all my life. I have 
treated and known personally hundreds of coal miners. It has 
been my observation that they are a rather stoical group and 
seem immune, for the most part, to the dangers of their oc- 
cupation. It has been common knowledge that miners have more 
respiratory difficulties than persons following other trades or 
occupations. “Miner’s asthma” is an old term and has been 
known to medicine since the beginning of time. Naturally, a 
patient having trouble in breathing is going to show some psycho- 
neurotic tendencies. This is true whether he is a farmer, physi- 
cian, or lawyer. At my hospital, at autopsy, we have been 
impressed by the large number of coal miners with silicosis. 
Many times the nodules do not show on the films. Our patholo- 
gist has found nodules measuring 3 cm. in diameter that repeated 
roentgenograms did not demonstrate. A certain number of these 
men had been turned down by industrial compensation boards 
when the findings on the films were considered the main criterion 
for diagnosis. I cannot help but feel that, if the authors were to 
check the lungs of their “psychoneurotic coal miners” at autopsy, 
a certain percentage would be found to have an organic basis 
for their neurosis. It must also be realized that disabling psycho- 
neurosis can exist in coal miners as im persons in any other 


walk of life. 
M. M. McDowELL, M.D. 


611 Dubois St. 
Vincennes, Ind. 
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MEDICINE AND THE LAW 








PHYSICIANS IN GROUP PRACTICE 
HELD TAXABLE AS CORPORATION 


In United States vs. Kintner, the court of appeals for the 
ninth circuit on Oct. 14, 1954, affirmed a district court decision 
(107 F. Supp. 976) sustaining the taxpayer’s contention that a 
group of physicians engaged in medical practice as an “associ- 
ation” was taxable as a corporation. 

For many years, the taxpayer, Dr. Kintner, practiced medicine 
in partnership with seven other physicians under the firm name 
of Western Montana Clinic. Income tax law permits an 
employer, within reasonable limitations, to establish a retire- 
ment pension plan for the benefit of employees and to deduct 
contributions to the plan as an expense. Members of a partner- 
ship are not employees of the partnership. Since the doctors 
were partners and not employees, the tax benefits of a retirement 
pension plan were unavailable to them. 


An association is taxed as a corporation if its characteristics 
and form of procedure more clearly resemble a corporation than 
a partnership. In 1948, the doctors dissolved their partnership 
and organized an unincorporated “association” through which 
they continued medical practice, retaining the name Western 
Montana Clinic. The assets and liabilities of the partnership 
were taken over by the association that continued to carry on its 
activities. The articles of the association provided for the 
establishment of a pension plan for the benefit of “qualified 
employees,” whereby those who had been employed by the 
association or the partnership for at least three years and had 
attained the age of at least 30 years become entitled to retire- 
ment benefits. On its formation, the association entered into a 
pension agreement with a trustee-bank. This agreement pro- 
vided, with respect to eligibility requirements, that employees 
of the association who were “employees or members” of the 
predecessor partnership “shall be given credit for such period 
of membership or employment by such predecessor.” All con- 
tributions under the pension plan are made by the association 
and not by the participants. In 1948, the association had 38 
employees, including as “employees” the 8 member-doctors who 
were formerly members of the partnership. Only three other 


employees who were not members of the association participated ° 


in the plan. The remaining 27 employees were ineligible because 
of the three year employment or 30 year age requirement. The 
taxpayer, Dr. Kintner, did not report as income the contribution 
made by the association, on his account, to the pension trust in 
1948. The tax commissioner added it to the taxpayer’s income 
and made a deficiency determination. Dr. Kintner paid the 
deficiency and subsequently filed suit for refund. 


The court of appeals based its opinion on the answers to two 
questions: Did the association resemble a corporation sufficiently 
to be treated as one for tax purposes? And, if so, did the pension 
plan meet statutory requirements? The government contended 
that the practice of medicine is personal and that a corporation 
cannot engage in such practice. Here, the court cited Pelton vs. 
Commissioner, 82 Fed. (2d) 473, in which the court of appeals 
for the seventh circuit held in 1936 that a clinic organized for 
the practice of medicine was an “association” and taxable as 
such despite the fact that the state (Illinois) in which it was 
organized did not permit a corporation to practice medicine. In 
that case the commissioner contended that the clinic was an 
association taxable as a corporation. The court pointed out that 
the government’s contention was contrary to the treasury regu- 
lation on the subject, which reads: 

The term “association” is not used in the Internal Revenue Code in any 
Narrow or technical sense. It includes any organization, created for the 
transaction of designated affairs, or the attainment of some object, which, 
like a corporation, continues notwithstanding that its members or par- 
ticipants change, and the affairs of which, like corporate affairs, are 
conducted by a single individual, a committee, a board, or some other 
group, acting in a representative capacity. It is immaterial whether such 


79 


Organization is created by an agreement, a declaration of trust, a statute, 
or otherwise. (Regulation 111, sec. 29.3797-2, 26 Code of Federal Regula 
tions, 1949 ed., p. 6553.) 


The section on partnerships provides, in part: 


. If an organization is not interrupted by the death of a member or 
by a change in ownership of a participating interest during the agreed 


period of its existence, and its management is centralized in one or more 
persons in their representative capacities, such an organization is an 
association, taxable as a corporation. (Regulation 111, sec. 29.3797-4, 26 


Code of Federal Regulations, 1949 ed., p. 6555.) 


Following are the facts upon which the court found that the 
association should be considered as a corporation rather than 
a partnership for tax purposes: The original “members” of the 
association were the eight doctors who had been partners. The 
business of the association was to be managed by an executive 
committee composed of five of the members, who were to select 
the officers and fix salaries. The death or retirement of a member 
was not to result in a dissolution of the association. The associ- 
ation paid social security and withholding taxes for its em- 
ployees, including the member-doctors, and it paid federal cor- 
porate income taxes and state corporation license taxes. The 
association employed the services of nonmember physicians and 
other employees; collected the fees earned for medical services 
rendered by its members and other physicians employed by it; 
and paid them salaries and expenses incurred in practicing their 
profession. The hours and working conditions of the doctors 
and their vacations were determined by the association. The 
compensation they received came not from patients but from 
the salaries paid to them by the association and a certain per- 
centage of the profits. 

In concluding that the association should be taxed as a cor- 

poration, the court stated: “. . . it would introduce an anarchic 
element in the federal taxation if we determined the nature of 
associations by state criteria rather than by special criteria 
sanctioned by the tax law, the regulations and the courts. . 
It would destroy the uniformity, so essential to a federal tax 
system, a uniformity which calls for equal treatment of tax- 
payer. . . .” In considering whether the pension plan was valid, 
the court pointed out that the object of the tax law was to 
“make, through tax-exemptions, pension or bonus plan benefits 
available to employees rather than to a few favored high 
salaried executives.” The court did not believe that the pension 
plan was discriminatory because it made allowance for prior 
services of the doctors as partners and stated: “As the eight 
doctors contributed their services to the partnership it would 
have been unfair to them not to give them the benefit of the 
tenure they had already had. . . . The Doctors had contributed 
to whatever good will the partnership brought to the Association. 
In a sense, as working partners, they were employees.” The 
court therefore held for the taxpayer. 

This case may prove to be an important precedent for physi- 
cians in group practice who wish to obtain the tax advantages 
of a corporation without formal incorporation. The government 
has decided not to appeal the Kintner case to the U. S. Supreme 
Court. The importance and urgency of legislation such as the 
Jenkins-Keogh bills (H. R. 10 and 11, 83rd Congress) is in- 
creased by the decision in the Kintner case. These bills are 
designed to encourage the establishment of voluntary pension 
plans by individuals. Through amendment of the Internal 
Revenue Code, the bills would allow physicians and other self- 
employed persons to deduct from their taxable income amounts 
used each year to finance restricted retirement plans. Employed 
persons not covered by existing pension plans would also qualify 
for the tax deduction privilege. Income received later, during 
the years of retirement, from either such pension funds or 
insurance annuities would then be taxable under the prevailing 
rates. In other words, the bills would provide tax deferment and 
eliminate discrimination and inequity existing under the present 
tax laws. 

The instant case, as it now stands, should strengthen the 
position of advocates of legislation such as the Jenkins-Keogh 
bills. If partners can obtain tax deferment of amounts con- 
tributed to a retirement pension plan by reorganizing as an 
association, the inequity in respect to self-employed persons is 
certainly emphasized. 
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CONFERENCE ON CELLULAR ELEMENTS 
AND PLASMA PROTEINS OF BLOOD 


A number of new discoveries in the general knowledge of 
blood and in the use of blood for therapeutic purposes were 
announced before the Conference on the Cellular Elements and 
Plasma Proteins of the Blood, which convened in Cambridge, 
Mass., Nov. 15-16, 1954, under the auspices of Protein Founda- 
tion, Incorporated, a nonprofit organization dedicated to re- 
search on blood and related biological problems and to the 
qualitative control of biological products in the public interest. 


Among the new developments reported on were the establish- 
ment of methods that make possible the use of red blood cells 
that have been preserved by deep-freezing in glycerol, thus allow- 
ing the effective stockpiling of this fundamental blood component 
for ordinary medical use as well as for civil defense, and the 
localization, employing new methods of fractionation, of a 
number of factors that exist in human plasma only in minute 
quantity: the growth hormone, insulin, a gonadotrophic factor 
related to the atrophy of the reproductive organs in menopause, 
and a phagocytosis-promoting factor that plays a vital role in 
combating infection by stimulating the white blood cells to attack 
and devour bacteria with phenomenal voraciousness. 


In his comments on the opening of the conference, the ninth 
of a series that have played a key role in the national work of 
research on blood, Mr. Chester I. Barnard, chairman of the 
board of the Protein Foundation, made this statement: 

Blood has come a long way since the days, not so long ago, when it was 
used for crude replacement purposes. The techniques of blood fractionation 
developed by the late Dr. Edwin J. Cohn and his associates at Harvard has 
resulted in the opening up of a new scientific subcontinent. Altogether more 
than 70 separate protein constituents of the blood have been identified, all of 
which play a definite biological role and many of which, certainly, have 
therapeutic uses. The most spectacular advance in this field over recent years 
was the development of gamma globulin as a prophylactic instrument against 
measles, poliomyelitis, and infectious hepatitis. But there are many equally 
exciting developments on the horizon. It has, for example, been established 
that the beta-lipoproteins have a definite relationship to hardening of the 
arteries. Further study may lead to knowledge that will help in combating 
this most widespread and destructive condition. 


Basic to much of the discussion at the conference were several 
papers dealing with the perfection of the ADL-Cohn Blood 
Fractionating Machine. This versatile apparatus takes blood 
from the veins of the donor and, in one continuous process in 
a closed sterile system, removes calcium to prevent coagulation, 
reduces temperature to minimize chemical change, quickly 
separates the blood into a series of constituents (white cells, red 
cells, platelets, gamma globulin, stable plasma protein solution, 
etc.), and packages each fraction in a sterile plastic container, 
ready for immediate use or transfusion. By varying the internal 
design of the replaceable centrifuge cartridges, different types 
of separation can be effected. The machine was developed in 
collaboration with the A. D. Littke Company of Cambridge, 
Mass., which is now producing a limited number for distribution 
to qualified research centers. A serious obstacle in the develop- 
ment of the fractionating machine was the problem of main- 
taining sterility from the moment the blood left the veins until 
final packaging. The way was, therefore, opened for many 
pending developments when a representative of the American 
Sterilizer Company (which has been cooperating with Protein 
Foundation in a sterility testing program) informed the confer- 
ence that of some 70 containers of plasma derivatives produced 
by the machine, the contents of every single container, after 
being subjected to rigid tests, was proved to have retained com- 
plete sterility. 

One of the most important advances made possible by the 
perfection of the blood fractionating machine is the practical use 
of red blood cells that have been preserved by freezing in 
glycerol. It is estimated that in more than 40% of all trans- 
fusions it is red blood cells rather than whole blood that is 
required; in such cases, the infusion of sufficient whole blood to 
raise the red blood cell volume to normal can result in an un- 
desirable and sometimes dangerous increase in the fluid content 
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of the vascular system. But the general medical use of red blood 
cell transfusions awaited the development of practical banking 
procedures; red blood cells separated by previous methods had 
a survival period of only 21 days and had lost much of their 
potency after half that time. Several years have elapsed since 
independent investigators in England and the United States first 
demonstrated that red blood cells could be preserved for a year 
or more by deep-freezing in glycerol, but until now this knowl- 
edge has remained little more than a laboratory observation. 
The recovery of the red blood cells by removing the glycerol 
was so complicated and time-consuming a procedure that it 
was impractical to undertake on any scale; the product emerging 
from the separation was, moreover, of questionable ultimate 


‘sterility. The machine makes it possible to deglycerize the red 


blood cells in several hours rather than several days, and the 
red blood cells thus obtained are in good condition. The sig- 
nificance of this development for ordinary blood banking and 
defense stockpiling is nothing short of revolutionary. 


Reports were also delivered on the progress that had been 
made in preserving platelets and in employing them thera- 
peutically in certain cases of hemorrhagic bleeding. The platelets 
are one of the cellular elements of the blood, and they play a 
key role in the process of clotting. Less than three years ago 
general medical opinion held that platelets were so fragile and 
short-lived that their preservation could not practicably be con- 
sidered. By using gelatin as a suspensory medium, however, it 
has been possible to preserve platelets for many months. Pre- 
liminary clinical tests employing preserved platelets in hemor- 
rhagic conditions related to platelet deficiency have been al- 
together favorable. Contrary to expectation, they can be used 
repeatedly in the same patient without reduction in effect. Al- 
though the supply of platelets is still limited, emergency ship- 
ments have, on request, been flown to Georgia, New York, 
England, Canada, and other places and their use has, in a num- 
ber of cases, resulted in dramatic improvement. The work on 
platelets is also of great importance to-the treatreent of radiation 
injury. The two most serious effects of atomic radiation are the 
destruction of the white cells of the blood, without which the 
body has no resistance to bacterial infection, and the destruction 
of the platelets, without which the body is subject to uncontrol- 
lable hemorrhage. While there is still a vast amount of work to 
be done in this entire field, the establishment of methods of 
preserving and banking platelets and the demonstration of their 
effectiveness in clinical use represents a highly important 
advance. 





MEDICAL FILM REVIEWS 








Health—Your Food: 16 mm., black and white, sound, showing time 
18 minutes. Technical supervisor: Dr. Dorothy B. Nyswander, University 
of California School of Public Health. Produced in 1953 by and procur- 
able on purchase ($62.50) from Young America Films, 18 E. 41st St., 
New York 17. 


This film first explains that food provides for energy, growth, 
and repair and then discusses the nature and function of the basic 
food elements. This is accomplished by a combination of live 
action and animated puppets, with the narration in the form 
of rhyming verse. It begins by showing a youngster who eats 
the wrong foods, especially sweets. After an upset due to over- 
indulgence, he is converted by a puppet who points out the 
values of a good diet. Puppets representing the food elements 
such as minerals, vitamins, carbohydrates, proteins, and fats 
explain the need for the seven basic foods, and the boy finally 
tries out their theories with convincing results. In general, the 
information presented seems to be quite accurate, but a great 
deal is crowded into the brief portrayals, and one wonders 
whether an audience of young children would be more im- 
pressed by these puppets or by the health facts presented. The 
puppets tend to detract from the logical development of con- 
cepts. This film will be usefui in the elementary grades as a 
supplement to nutritional instruction. 
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THE LEISURE CORNER 








THE PLEASURES OF READING 


Physicians can enjoy themselves in various ways. One of the 
pleasanter methods open to them is to meet interesting persons. 
Although the world is populated by thousands of extraordinary 
men and women—scientists, writers, painters, inventors, actors, 
and statesmen, to refer to a select group—it is obviously im- 
possible to meet more than a sparse few during an average life- 
time. If one were actually to meet a number of these persons, 
the chances for converting a superficial meeting into a warm 
friendship would be limited. On the other hand, meeting them on 
the printed page—in a biography or an autobiography—provides 
readers with an intimate opportunity to learn a great deal about 
them, their childhood, their schooling, what motivated them to 
undertake their calling, their finances and friends, and even 
masculine and feminine tastes in clothes and the opposite sex. 
Often enough, an autobiography or a biography functions as an 
inviting window through which to peer on a person's life. The 
better the book, the more revealing the window. 

The reader of biography or autobiography will become 
acquainted not only with persons who are living but also with 
those who led active lives hundreds of years ago. A well-written 
book makes its subject come to life on the printed page; such 
a book produces a sense of reality in the ability to portray 
persons as they actually behaved. Moreover, this type of book 
reveals with objectivity the true man or woman. An additional 
advantage provided by biography is that it enlarges a capacity 
for enjoyment, for it is infinitely more interesting to read 
about the pasteurization of milk if Louis Pasteur springs to life 
as a human being between the covers of a book, just as the 
discovery of radium proves more inspiring when the reader 
learns some intimate details about Madame Curie’s struggle to 
isolate the substance. In short, a good biographical work draws 
and projects events of the past into the realm of one’s own 
understanding and experiences. 

Books have always provided an open gateway to expansive 
vistas of knowledge, entertainment, and inspiration. All the 
wisdom of the past, indeed, all the stories that have delighted 
human beings for countless centuries, are available within the 
covers of books. Books link the heritage of the past to the 
events of the present, revealing both the errors and the wisdom 
of the human race. Problems that turn up in day-to-day life are 
often discussed in literature, with various solutions advanced by 
various authors. In the long run, discriminating readers absorb 
the written experiences of other human beings and also learn 
more about themselves. If one is interested in persons, and it is 
a sorry physician who is not, some of the most engaging as well 
as the most hateful personalities are to be found in books. It 
is, of course, always possible to locate a book that is immediately 
refreshing, a book with a laugh on nearly every page, a book 
that is filled with fresh concepts and vigorous ideas, or one that 
requires intensive concentration. Books, from Homer’s story- 
telling on, open the doorway to adventure, enabling readers to 
sail down to the sea in ships or submarines, travel to the ends 
and the peaks of the earth in the company of explorers, or float 
into realms of endless fancy and imagination. Fortunately, books 
make relatively few demands and fit readily into the reader’s 
mood. Whenever a reader feels like it, he can enter the scientist's 
laboratory, view life through the eyes of a novelist, or explore 
the mysteries of human behavior under the guiding hand of 
ageless philosophers. For those preoccupied with less weighty 
matters, there are books to advise on how to do things better, 
how to be happy though married, or even how to live alone and 
pretend to like it; there are books telling how to build houses, 
drop cares and worries in 12 uneasy chapters, repair household 
items, plant gardens, and gain insight into a myriad of other 
activities, useful and useless. 

Although such great novelists as Herman Melville, Marcel 
Proust, and James Joyce were intensely interested in social and 
political questions, they actually were more intrigued by life it- 
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self; their novels portray the social milieus of the periods in 
which they lived. Since they wrote their works in terms of univer- 
sal implication, readers are able to undergo experiences selected 
and depicted by the authors. A great novel, for example, extracts 
the chaotic events that characterize much of human existence 
and gives them an ordered literary sequence. While a novelist can 
select numerous incidents in the lives of his characters, he will 
not ordinarily include situations or actions that have no bearing 
on the development of the theme of his novel. In everyday life 
hundreds of events transpire that are meaningless to most 
persons, but in fiction every event apparently has or should have 
some bearing on the story. It is basic that a novelist always has 
the power to select his material. This is the major distinction 
between fiction and life. 


For readers interested in plays and in the theater, it is usually 
advisable to read plays already seen on the stage, the screen, 
or television or heard on the radio. After this preliminary visual 
and auditory impression, one can later turn to the reading of 
Ibsen, Shaw, O’Casey, O'Neill, and Chekhov, to recount a few 
luminaries of the theatre. Life, as all of us learn sooner or 
later, is filled with minor, apparently insignificant happenings; 
a competent dramatist often makes use of some of these in- 
cidents, glossing over the rest. Most published plays can be read 
within two or three hours, even in a single sitting, so that the 
reader will not alienate himself from the sweep and scope of 
the play by interruptions. A well written, competently enacted 
play possesses a meaningful pattern that controls and organizes 
experiences in dramatic concepts. 

Many physicians are so engrossed with the practice of medicine 
that they are convinced, mistakenly, that there is no leisure time 
for reading. And yet, physicians can find time to read if they 
will only imitate the successful reading habit developed by 
William Osler, one of the greatest of modern physicians. Osler’s 
biographers attribute his usual accomplishments not only to a 
profound knowledge of medicine but also to a broad general 
education. Osler was intensely interested in the thoughts and 
performances of human beings. He realized that the sole method 
available to him for obtaining an inexhaustible fund of infor- 
mation about these matters was to read what others had written. 
Osler’s problem was insufficient time for reading, the complaint 
uttered by so many of his fellow physicians; this was especially 
acute in his own case, since Osler was an extremely busy physi- 
cian, in much demand as a teacher, a prolific writer, a versatile 
speaker, and an intrepid research investigator. Osler was able 
to arrive at a satisfactory solution early in his career. It became 
a habit of his to read the last 15 minutes before retiring, and 
this habit he pursued during a long lifetime. One story has it 
that Osler was unable to fall asleep without engaging in the 
customary 15 minutes of bedtime reading. During his life, Osler 
read a significant number of books, enough to furnish a well- 
stocked library. Nor was his reading limited to medicine; he 
developed an avocational specialty to balance his vocational 
specialization, gaining fame as an authority on Sir Thomas 
Browne, the 17th century master of English prose. Even though 
Osler was for many years engrossed with medical research, the 
reform of medical teaching, and the introduction of modern 
clinical methods, he was able to supply an effective answer to 
the question busy physicians often ask themselves: “When will 
I find time to read?” 

Perhaps the answer may lie not in the last 15 minutes before 
retiring, as was the case with Osler, but in the expenditure of a 
similar amount of time at some other period, as yet unassigned. 
In general, no universal formula, satisfactory to all physicians, 
can be prescribed; nonetheless, the only requirement for fulfill- 
ment is the desire to read. Once the desire to read is acknowl- 
edged, it is relatively easy to solve the problem of finding time 
for reading. Statistics can become tedious, but if a physician 
were to read but 15 minutes a day he would find that he would 
be reading a minimum of 2 books a month, 20 books a year, 
and at least 1,000 books during the course of a reading lifetime— 
which, it must be admitted, is another way of leading a “full 
life.” 
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Peculiarities of an Epidemic of Abdominal Typhus (Typhoid 
Fever) Treated with Chloramphenicol. I. Flammer and A. 
Fleisch. Schweiz. med. Wchnschr. 84:1144-1147 (Oct. 2) 1954 
(In German) [Basel, Switzerland]. 


Of 21 persons who had typhoid fever in the Swiss village 
Oberuzwil between June 9 and Sept. 25, 1953, 18 were admitted 
to the medical department of the hospital in St. Gallen. Diag- 
nosis of typhoid fever in the remaining three who were con- 
valescents was made only subsequently and was based on history 
and positive Widal’s reaction. The epidemiological investigation 
revealed that on May 27, 1953, a woman entered the old people’s 
home of Oberuzwil as a new resident who in January, 1953, 
had been treated elsewhere for a severe febrile disease, a diag- 
nosis of which was not made. On her admission to the old 
people’s home she was an unrecognized carrier of Salmonella 
typhosa. She transmitted the disease to several other residents 
in the old people’s home. This home had its own agricultural 
service, and a milker who belonged to the staff also became 
infected; he was still working when he excreted S. typhosa, and 
consequently the consumers’ milk in the village became con- 
taminated. Through the milk, which is a good nutritive substrate 
for S. typhosa, the pathogenic agents were spread among the 
village population, causing infection and disease. The epidemic 
was combatted effectively from the time when Salmonella 
typhosa, phage type E:, was established as causative factor and 
when the primary source of infection and the chains of infection 
were detected. Of the 18 persons admitted to the hospital, 15 
had acute typhoid fever, 2 were carriers of S. typhosa, and one 
had a positive agglutination titer but had recovered completely. 
Blood cultures from 8 of the 15 patients were positive for S. 
typhosa, while stool cultures were positive in only 3, and urine 
cultures were negative in all patients. The two carriers had 
negative blood cultures but positive stool ‘cultures. All patients 
had positive agglutination titers, the average values of which 
were 1:500. Treatment with chloramphenicol (Chloromycetin) 
was instituted with a dose of 1 gm. on the first day and was 
continued with 2 gm. for from 8 to 10 days. The patients received 
20 gm. of chloramphenicol within 10.3 days, on the average. 
Temperature was restored to normal by lysis in four and a half 
days, on the average. Complications, such as thrombophlebitis 
with pulmonary embolism, intestinal hemorrhage with collapse, 
and recurrences, respectively, were observed in 5 of the 15 
patients after their temperature had been restored to normal; 
the complications subsided completely and permanently after a 
second course of therapy with chloramphenicol. Negative bac- 
teriological findings in the urine and stools with initially positive 
blood cultures are characteristic of early treatment of typhoid 
fever with chloramphenicol. 


Small Gastric Cancer. M. W. Comfort, H. K. Gray, M. B. 
Dockerty and others. A. M. A. Arch. Int. Med. 94:513-524 
(Oct.) 1954 [Chicago]. 

The records are reviewed of 226 small gastric adenocarci- 
nomas that were 4 cm. or less in greatest diameter and were 
treated by resection at the Mayo Clinic over a six year period. 
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These cancers constituted one-fourth of all the gastric cancers 
treated by resection during that time. They did not differ from 
gastric cancer of all sizes in respect to age and sex of patient, 
but they were associated with a slightly higher percentage of 
lower grades of malignant disease, a lower incidence of metas- 
tases, a higher incidence of symptoms of the ulcer type, and a 
higher secretory activity than were those of all sizes. These 
small gastric cancers tended clinically to simulate benign gastric 
ulcer, and their malignant nature was recognized roentgeno- 
logically in only about one-third of cases. The hospital mor- 
tality rate was lower and the five year survival rate higher for 
the small lesions than for those of all sizes; the mortality and 
survival rates were about the same as for benign ulcer. The 
features of this group of cancers became more pronounced in 
direct proportion to smallness of the lesions. The prognosis of 
small gastric cancers treated by resection is considerably more 
favorable than that of resectable gastric cancer in general, but, 
owing to their clinical similarity to benign ulcers, the small 
lesions are often given prolonged medical treatment. 


Staphylococcus Pseudomembranous Enterocolitis, A Complica- 
tion of Antibiotic Therapy. G. S. Speare. Am. J. Surg. 88:523- 
534 (Oct.) 1954 [New York]. 


An antibiotic-resistant strain of Micrococcus (Staphyloccus) 
pyogenes var. aureus, which developed in recent years as a 
result of antibiotic therapy, appears in the nose, throat, skin, 
and feces of many persons, but it is usually found in small 
numbers and causes no trouble. Destruction or suppression of 
the normal bacterial flora of the gastrointestinal tract by anti- 
biotic therapy, however, may be followed by its rapid growth, 
culminating in the overwhelming infection now commonly seen 
in patients with micrococcic pseudomembranous enterocolitis. 
This disease, which is characterized by profuse diarrhea, a shock- 
like state, dehydration, high temperature and pulse, hypotension, 
and oliguria, runs a fulminating course, usually with a fatal 
outcome in from 3 to 11 days; only 3 of 22 patients recently 
reported on in the literature survived, and, of these, 2 received 
erythromycin, to which micrococci are not at present resistant. 
The value of erythromycin in combating this condition has only 
lately become apparent, and its use may radically alter the 
present gloomy picture. The clinical and autopsy findings in 
patients with micrococcic enterocolitis are the same as those 
reported in previous cases in which no enteric pathogens were 
found. Failure to demonstrate M. pyogenes var. aureus in earlier 
cases may have resulted from the use of inhibitory culture media 
in an effort to detect typhoid, paratyphoid, and dysenteric bacilli, 
but even in a few of the recent cases, including two of eight 
treated at the Massachusetts General Hospital in the last three 
or four years, no micrococci could be found. Cases of pseudo- 
membranous enterocolitis may, therefore, fall in two groups, 
differing in their cause but identical in their clinical course and 
pathological findings. Major gastrointestinal operations should 
be preceded by stool cultures, so that micrococci, if present, 
can be eliminated by the administration of erythromycin or one 
of the newer antibiotics to which the Micrococcus has not yet 
developed resistance, and spot checks of stool cultures should 
be made every two days during the postoperative period while 
the patient is receiving antibiotics, so that treatment to prevent 
the development of fulminating infection and circulatory col- 
lapse can be instituted at once if micrococci appear. Diarrhea 
in any patient being given antibiotics should be regarded as a 
danger signal, and tests should be made immediately to deter- 
mine whether gram-positive cocci are present; if so, the anti- 
biotics being given should be withdrawn and erythromycin 
substituted until sensitivity tests can be made and a suitable 
antibiotic chosen to fit the changed conditions. Fluid and electro- 
lyte losses should be replaced and vigorous supportive measures 
instituted to combat shock. 
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Chronic Idiopathic Jaundice with Unidentified Pigment in Liver 
Cells: New Clinicopathologic Entity with Report of 12 Cases. 
I. N. Dubin and F. B. Johnson. Medicine 33:155-197 (Sept.) 
1954 [Baltimore]. 


When congenital hemolytic jaundice was first described, the 
investigators set apart cases of jaundice that appeared to form 
a separate entity, that is, jaundice of a vague type in young 
people, which was not hemolytic, not obstructive, and not in- 
flammatory. It is known under the names of “familial non- 
hemolytic jaundice,” “constitutional hyperbilirubinemia,” '&and 
“constitutional hepatic dysfunction.” Recent information, how- 
ever, suggests that “constitutional hyperbilirubinemia” may 
actually incorporate several ill-defined types of jaundice. Slight 

r latent jaundice with hyperbilirubinemia may be found in 
association with (1) familial nonhemolytic jaundice, (2) chronic 
diseases of the gastrointestinal tract such as peptic ulcer, gastritis, 
and chronic ulcerative colitis, and (3) the residues of acute non- 
fatal viral hepatitis. The authors collected 12 cases that seem 
to comprise a distinct clincopathological entity, hitherto unde- 
scribed. Clinically, they fall into the syndrome “constitutional 
hyperbilirubinemia,” and histologically they are characterized 
by the presence in the liver cells of an amorphous brown pig- 
ment, as yet unidentified. The disease manifests itself as a form 
of chronic or intermittent jaundice in young people. The com- 
monest symptoms are abdominal pain and fatigue; jaundice, 
dark urine, and slight enlargement of the liver are the only 
signs present. The jaundice fluctuates in intensity and is aggra- 
vated by intermittent diseases. The prognosis is excellent. The 
pigment in the serum seems to be bilirubin, and both the direct 
and total serum bilirubin levels are elevated. The jaundice is 
neither hemolytic, obstructive, nor inflammatory in origin. Ex- 
cept for the presence of pigment in hepatic parenchymal cells, 
the liver is histologically normal. The pigment in the liver cells 
is as yet unidentified; it has histochemical properties in common 
with ceroid and lipochrome pigments. The authors believe that 
the disease is probably an inborn deficiency of the liver, char- 
acterized by multiple defects in metabolism whereby the liver 
cannot properly excrete such substances as bilirubin, the pig- 
ment that accumulated in liver cells, bromsulphthalein, and 
dyes used in cholecystography. Clinically, the disease resembles 
Gilbert’s disease (congenital forms of hemolytic jaundice), but 
there are important differences that suggest that it is a separate 
disease process. It differs from Gilbert’s disease in the follow- 
ing respects. 1. Dark urine is present. 2. There is a higher 
incidence of bilirubinuria. 3. The serum bilirubin always gives 
an elevated direct van den Bergh reaction. 4. Liver function 
tests, such as bromsulphthalein excretion, cephalin flocculation, 
and thymol turbidity, often give abnormal results. 5. The gall- 
bladder is not visualized on cholecystography. 6. The liver is 
discolored by a brown pigment in parenchymal cells. The dis- 
order has also been confused with obstructive jaundice and 
chronic viral hepatitis, but these conditions, as well as others, 
can be excluded by the appearance of the liver on needle biopsy. 
Pathologists should recognize the histological features of this 
entity, in order to prevent erroneous diagnoses and unnecessary 
surgical procedures and to assure the patient a good prognosis. 


Untoward Effects of Cortisone and Corticotropin on Gastro- 
intestinal Tract. E. E. Wollaeger. Minnesota Med. 37:626-628 
(Sept.) 1954 [St. Paul]. 


In a search of the literature, which was not exhaustive, 
Wollaeger was able to find reports of 55 cases in which either 
new peptic ulcer or serious exacerbations of peptic ulcer de- 
veloped while the patients were taking cortisone or cortico- 
tropin or shortly after they discontinued its use. Of these, 17 
patients had gastric ulcers, 25 duodenal, and 2 had both gastric 
and duodenal ulcers. Nine patients had “peptic ulcers,” but the 
exact site of the lesions was not indicated. Two had jejunal 
ulcers. Almost half of the patients, 25 of the 55, had never had 
previous signs or symptoms of ulcer. The incidence of serious 
complications in these cases was high, since either massive 
hemorrhage or free perforation occurred in about 45%. The 
percentage of patients who will experience symptoms from 
newly developed or reactivated peptic ulcers while taking these 
hormones is not definitely known, but it seems to be relatively 
small, and some patients with active duodenal ulcers have been 
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known to become asymptomatic while taking cortisone or corti- 
cotropin. Just why there should be such a great difference in 
reaction to these drugs among those with known ulcers is a 
baffling question. There seems to be little correlation between 
the dose of hormone administered and the occurrence of ulcers, 
although in most of the reported cases the patients received 
more than 50 to 75 mg. per day. The duration of treatment also 
seems of little significance, since some ulcers have flared up 
and perforated after only three to five days of treatment, whereas 
others have appeared after the drugs have been taken for many 
months. Other reported gastrointestinal complications of steroid 
treatment include ruptured gallbladder, ruptured Meckel’s di- 
verticulum, exacerbation of ulcerative esophagitis, and the 
occurrence of phlegmonous gastritis. Ulcerations and perfora- 
tions of the intestine in segments that are not exposed to gastric 
secretions, even in the large intestine and in the colon, suggest 
that mechanisms other than hypersecretion of gastric juice are 
operating to produce these lesions. Cortisone and corticotropin 
should be administered cautiously, if at all, to patients with 
known peptic ulcers, and treatment for the ulcer should be 
carried out from the onset of steroid therapy, even if there are 
no symptoms or signs of ulcer activity. The possibility of serious 
gastrointestinal complications should be kept in mind in all 
patients who are receiving cortisone or corticotropin. 


SURGERY 


Results of a Planned Attack on Carcinoma of the Vulva. 
S. Way. Brit. M. J. 2:780-782 (Oct. 2) 1954 |London, England]. 


Seventy-nine patients with carcinoma of the vulva were seen. 
One refused treatment, and 13 were considered unfit for the 
radical vulvectomy practiced by the author because of tumors 
that were too far advanced or because of concomitant disease. 
The operability rate was thus 83%. The absolute five year 
survival rate was 61%, and the relative five year survival rate, 
that is, the survival of all patients operated on, was 74%. When 
the lymph nodes were involved the five year survival rate was 
48%, and when they were not involved it was 86%. There were 
eight operative deaths, eight intercurrent deaths without recur- 
rence, and only four deaths from cancer in the series of patients 
operated on. The greatest advantage of Way's operation is the 
wide vulval excision; the vulval wound must be too wide to be 
able to be sutured but is left to granulate. No local recurrences 
were noted in the patients in the series up to five years post- 
operatively. The operative procedure is complicated and requires 
constant practice; patients with carcinoma of the vulva should 
be treated by a specialized team. 


Surgical Treatment of Ulcerative Colitis. F. Deucher. Deutsche 
med. Wehnschr. 79:%441-1445 (Sept. 24) 1954 (In German) 
[Stuttgart, Germany]. 


Experiences with 37 patients operated on for ulcerative colitis 
and with a large number of patients with this disease seen in 
consultation prompted Deucher to recommend the following 
points for consideration by internists and surgeons. 1. Colectomy 
combined with terminal ileostomy is the safest and quickest 
procedure to cure a patient with ulcerative colitis that has proved 
resistant to conservative therapy. Amputation of the rectum may 
often be necessary later on because of continued complaints 
caused by lesions in the rectum that do not heal. 2. The terminal 
ileostomy is no longer a deterrent procedure, since hermetic and 
waterproof closure of the artificial anus has become possible 
with the use of an adhesive rubber bag. The patient's disability 
is not greater than that associated with a well-functioning sig- 
moidostomy, since the care of the artificial anus is rather simple 
and clean, and the consequences of colectomy for the organism 
are insignificant. 3. Restoration of continence should not be 
considered earlier than after complete removal of the impaired 
portion of the intestine. Thus the technical problem has been 
solved. Results are highly satisfactory in cases of regional colitis 
in which the rectum is not involved. The natural defecation after 
total colectomy causes more complaints and greater disability 
than the terminal abdominal ileostomy that has been performed 
correctly. Anal ileostomy, therefore, should be performed only 
in special cases. Preservation of the healthy ascending colon in 
cases of inflammation of the descending colon causes the risk 
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of recurrence and should be employed only in strictly selected 
cases. Imperative indications to surgical treatment of ulcerative 
colitis include perforation, severe hemorrhage, obstruction with 
ileus, and acute, fulminating, toxemic colitis. Elective indications 
to surgical treatment are (1) resistance to conservative therapy, 
with resulting severe changes in water, protein, and electrolyte 
metabolism; anemia; cachexia; avitaminosis; renal disturbances; 
and particularly cases in which cachexia, the long duration of 
the disease, or pseudopolyposis are suggestive of malignant de- 
generation or cirrhosis of the liver; (2) chronic colitis in young 
persons because of unfavorable late prognosis; (3) regional 
colitis, since cure can be obtained with conservative treatment 
in only a small percentage of cases; (4) local complications, with 
manifestations of stenosis, proctitic complaints, incontinence of 
feces, and refractory anal fistulas; (5) general complications, such 
as septic conditions with fever or pyemic metastases, and the 
polymorphic focal infections such as anemia, arthritis, pyo- 
derma, amyloidosis, iridocyclitis, myocarditis, thrombosis, avita- 
minosis, fatty degeneration of the liver, and cirrhosis. 


Causes and Treatment of Abdominal Adhesions. A. L. Myburgh. 
Arch. chir. neerl. 6:112-122 (No. 2) 1954 (In English) [Arnhem, 
Netherlands]. 


Myburgh reviews the literature on adhesions, with particular 
attention to the causes and prevention, and presents his own 
experimental studies on 94 rabbits, as well as his clinical 
experience with the use of hyaluronidase. The use of talc powder 
on surgical gloves, the application of tincture of iodine to the 
intestine, peritoneal sepsis, mechanical trauma to the serosa, and 
the insertion of a hard drainage tube are factors that play a part 
in the causation of adhesions. The author also discusses the 
anatomy and physiology of the peritoneum and the frequency 
of adhesions and their role in the development of intestinal 
obstruction. The methods that have been used in the past to 
prevent the reformation of adhesions after their division at 
operation included amniotic fluid, pepsin and trypsin, papaine, 
streptokinase and streptodornase, heparin and cortisone; but they 
proved disappointing. The author made use of hyaluronidase in 
his experiments. This substance had also been studied earlier by 
several investigators, particularly by Conolly and Richards. The 
author shows that scraping the serosa, or clamping, introducing 
infection, or inserting a thick and hard drainage tube are the 
best experimental methods to imitate the types of adhesions 
observed in clinical cases. The use of hyaluronidase is indicated 
under the following conditions: (1) in laparotomies in the course 
of which adhesions were found and divided; (2) in patients who 
require repeated operations because of adhesions or obstruction; 
(3) in cases in which denuded areas are seen, particularly if the 
patient has a fibroblastic diathesis. Treatment with hyaluronidase 
is contraindicated if sepsis is present in the peritoneal cavity, 
because the spreading action of hyaluronidase will not only 
cause general peritonitis but may cause generalized lesions. 
Treatment may be given in exceptional cases in which the in- 
fection has been controlled by antibiotic treatment, the tempera- 
ture is normal, and septic exudation or pus cannot be seen. ‘Any 
antibiotic may be mixed with hyaluronidase, and in these cases 
it would be wise to use the combination. Discussing the dosage 
of hyaluronidase, the author cites Conolly and Richards as ad- 
vocating high doses, and he discusses two different techniques 
of administering hyaluronidase. 


Reversal of Cortisone Inhibition of Wound Healing by Tissue 
Culture Media. P. O’B. Montgomery and C. Green. Proc. Soc. 
Exper. Biol. & Med. 86:657-660 (Aug.-Sept.) 1954 [Utica, 
WN. ¥.]. 


Since wound healing is inhibited by cortisone, and since 
growth-promoting factors had been demonstrated by Carrel in 
embryonic tissue culture media, studies were made to ascertain 
the influence of media containing Carrel’s growth factors on 
cortisone inhibition of wound healing. The experiment on rats 
described by Montgomery and Green revealed that local appli- 
cations of tissue culture extracts will completely reverse cortisone 
inhibition of wound healing. Other workers have indicated that 
the active growth-promoting principle of embryo extract may be 
a pentosenucleoprotein. It is conceivable that the active com- 
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ponent in the crude extracts used in these experiments is of a 
similar nature. If so, these experiments lend some support to 
Carrel’s hypothesis that chronic inflammatory cells liberate 
growth-promoting substances that induce wound healing. Corti- 
sone would then appear to function as an inhibitor of wound 
healing by virtue of its ability to modify inflammation. 


Hyaluronidase in Prevention and Treatment of Postoperative 
Peritoneal Adhesions: Experimental Studies. A. L. Giglio. Arch. 
ital. chir. 78:89-110 (No. 2) 1954 (In Italian) [Bologna, Italy}. 


Experiments in rabbits indicated that postoperative peritoneal 
adhesions can be prevented or cured by administration of 
hyaluronidase. The adhesions were produced in groups of rabbits 
according to Bloor’s technique, and the enzyme was given in 
varying dosages parenterally or intraperitoneally. Although the 
results were always good, they were best in the animals that had 
received the enzyme repeatedly by the intraperitoneal route. 
Giglio attributes this to the continued action of the enzyme that 
more intensely hydrolyzed and depolymerized the hyaluronic 
acid of the adhering connective tissue. In many animals adhesions 
did not form, in others the residual adhesions appeared in a more 
or less marked state of breaking down. They were more extensive 
in the controls, and they appeared like fibrous, and sometimes 
also cicatricial, tissue. Toxic effects attributable to the enzyme 
were not observed, and the suture healed normally in all rabbits. 
The mechanism of action of hyaluronidase on postoperative ad- 
hesions is unknown; it may be a combination of various mecha- 
nisms. On one side, the enzyme retards the blood coagulation 
and limits the production of fibrin, which constitutes the 
reticulum on which the adhesion forms. On the other side, it has 
a depolymerizing action on the hyaluronic acid, so that, because 
of a greater interfibrillary permeability of the adhering con- 
nective tissue and of an increased absorption power of the 
peritoneum, there is at first a more intense autolysis of the 
fibrinous precipitates and later a progressive reduction of the 
adhesions because of phenomena of peritoneal reabsorption and 
perhaps also of the action of proteolytic enzymes. Clinical trial 
is, however, needed before definite statements are made. 


NEUROLOGY & PSYCHIATRY 


The Effects of Isoniazid on Patients with Multiple Sclerosis: 
Preliminary Report. J. F. Kurtzke and L. Berlin. Am. Rev. 
Tuberc. 70:577-592 (Oct.) 1954 [New York]. 


Thirty hospitalized patients with multiple sclerosis were given 
isoniazid, 300 mg. daily in divided doses. With one exception, all 
of the patients had experienced an episode of activity of multiple 
sclerosis within a two year period before the use of isoniazid. 
These 30 patients were compared with 175 patients with multiple 
sclerosis admitted to the hospital between 1944 and 1953 and 
similarly treated except for the administration of isoniazid. The 
two groups were comparable at the time of admission in age, age 
of onset, and duration of illness. In order to evaluate the course 
in this protean disease, the classification of an individual patient 
was made in accordance with a scale devised by the authors, 
applicable to all patients and representing the sum of neuro- 
logical dysfunction. This scale comprises 10 categories, with 
different levels of functional ability in each category. Improve- 
ment, as defined in the authors’ report, means a gain of at least 
one category between admission to and discharge from the 
hospital. Of the 30 patients treated with isoniazid, 27 (90%) 
were improved, 2 (7%) were unchanged, and only one patient 
was worse on discharge. Of the 175 patients of the control group, 
58 (33%) were improved, 88 (50%) were unchanged, and 29 
(17%) were worse on discharge. The difference between the two 
groups is significant well beyond the 0.1% level. On admission, 
58 (33%) of the control group and 19 (63%) of the group 
treated with isoniazid were unable to walk unaided; on discharge 
this disability rate was unchanged in the control group, but, in 
the group treated with isoniazid, only 10 patients (33%) still 
required assistance in walking. Of 117 patients in the control 
group admitted with mild to moderate disabilities (categories 1 
through 5 of the scale), 59 (50%) were unchanged at the time 
of discharge, 30 (26%) were improved by one or more categories, 
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and 28 (24%) were worse. In the group treated with isoniazid, 
11 were in the mild to moderate categories on admission, but 
on discharge all of these were improved. In the categories of 
moderate to severe impairment (categories 6 through 10 of the 
scale), there were 58 patients in the control group. Of these 58 
patients, 31 (53%) were unchanged, 14 (24%) were worse, and 
13 (23%) had improved during hospitalization. In the group 
treated with isoniazid, there were 19 patients in categories 6 
through 10. Of these, 16 (85%) were improved, 2 (10%) were 
unchanged, and one patient died while in the hospital. Those 
with minimal or no symptoms on discharge constituted 27% of 
the control group and 50% of the group treated with isoniazid, 
although patients in the latter group were more severely disabled 
than those in the comparison group at the time of admission. 
Since discharge, the patients of the group treated with isoniazid 
have been followed for 6 to 18 months; improvement has been 
maintained for 12 to 18 months in eight patients and for 6 to 12 
months in nine patients. The remaining 13 patients have not 
been followed as long after their discharge from the hospital. 
It is realized that 30 patients treated with isoniazid is a small 
number from which to draw inferences in a disease so difficult 
to evaluate as multiple sclerosis, but the fact that measurable 
improvement occurred in such a high proportion of consecutively 
treated patients seems impressive. Isoniazid seemed to exert a 
favorable influence on those manifestations of multiple sclerosis 
that had been present for less than two years when the isoniazid 
administration was initiated. 


Second Paralytic Attack of Poliomyelitic Infection. G. D’Ales- 
sandro and F. G. Oddo. Minerva med. 45:506-509 (Sept. 5) 
1954 (In Italian) [Turin, Italy]. 


Second attacks of poliomyelitis are rare; only 32 cases have 
been reported in the world literature. None has been seen so far 
in Italy, where 54,280 cases of poliomyelitis have been recorded 
from 1924 to 1953. The low incidence of second attacks of polio- 
myelitis suggests that the first attack of the disease must confer 
a permanent immunity and that failure to develop such immunity 
is rare. When three strains of poliomyelitis virus were found to 
exist, the second attacks of the disease that had been reported 
in the literature were thought to have been caused by a strain 
of virus that was immunologically different from the one re- 
sponsible for the primary infection. However, results of the 
deviation of complement have indicated the existence of antigens 
common to all the three strains of virus. The authors do not 
believe that the specific immunity induced by the first attack is 
sufficient to prevent a second attack. They accept Howe's 
hypothesis that the destruction of motor cells of the centers 
involved by the first infection results in a quantitative reduction 
of the tissue that is more sensitive to the poliomyelits virus. In 
addition they believe that, although the immunity acquired from 
the first attack is homotypical, the organism receives also, in 
view of the antigens common to the other strains, a heterotopic 
antigen stimulation with the creation of a state of potential im- 
munity. In case of a new infection by a virus other than the one 
that caused the primary infection, the organism will react during 
the incubation period (about two weeks) with an accelerated and 
abundant formation of antibodies that will prevent the virus 
from invading the central nervous system. These are, however, 
only hypotheses, and more study is needed to understand the 
nature of acquired immunity and also to account for the low 
incidence of second attacks of poliomyelitis. 


Procaine (Novocaine) Hydrochloride Infiltration of Semilunar- 
Splanchnic Nodes as Emergency Treatment of Cranial Trauma. 
J. D. Pittaluga. Prensa méd. argent. 41:2590-2594 (Sept. 3) 
1954 (In Spanish) [Buenos Aires, Argentina]. 


Several hospitalized patients with arterial hypertension 
complained of acute headache and were in a condition of 
mental stupor. Both conditions greatly improved from procaine 
(Novocaine) hydrochloride infiltration of the semilunar-splanch- 
nic nodes. The author resorted to this treatment in 30 patients 
with cranial trauma, including closed trauma and fractures of the 
vault or the base of the cranium. An injection of 20 cc. of 
a 4% procaine hydrochloride solution was given with the patient 
in the position in which a spinal puncture is made or else in the 
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lateral position. A 20 cc. syringe with a 12 cm. needle was used. 
The needle was introduced almost entirely at the point that 
corresponds to the transverse apophysis of the first lumbar 
vertebra, and the injection was made in both sides. Acute head- 
ache, mental stupor, psychomotor and cardiorespiratory dis- 
orders, insomnia and unconsciousness were immediately and 
greatly improved. Some patients were able to report satisfactory 
results 10 minutes after the treatment. The results lasted for six 
hours, after which the greatly diminished symptoms reappeared 
and were again controlled when the treatment was repeated. 
The injections were repeated at intervals of 12 hours up to a 
total of two injections or every day up to a total that varied 
from two to seven injections. Some patients had encephalography 
before and after procaine infiltration. Collapse of the ventricular 
spaces that was observed before the treatment was greatly 
diminished after it. The author believes that the acute symptoms 
of cranial trauma, especially headache and unconsciousness, are 
due to collapse of the ventricular spaces and the consequent 
intracranial hypertension, both of which are controlled by the 
treatment. The treatment was well tolerated. Neither psychic 
nor post-traumatic changes were observed in several patients 
who were followed for more than two years after the treatment. 
The treatment has not been previously reported. 


GYNECOLOGY & OBSTETRICS 


Extramammary Paget’s Disease of the Vulva. H. E. Bowman 
and F. W. Hartman. A. M. A. Arch. Path. 58:304-308 (Oct.) 
1954 [Chicago]. 


The occurrence of extramammary Paget's disease of the vulva 
is reported in a 42-year-old woman who complained of burning 
and itching around the vulvar region for one year. A vulvec- 
tomy was performed, and microscopic sections taken from the 
various parts of the gross specimen demonstrated an intact epi- 
thelial surface and pronounced hyperkeratosis in focal areas. 
There were some areas of atrophy and elongation of the rete 
cones. The latter were filled with multiple masses of typical 
so-called Paget's cells. A bilateral dissection of the inguinal and 
femoral lymph nodes was performed one month later; the re- 
sected lymph nodes failed to reveal evidence of neoplastic 
metastasis, and a diagnosis of chronic lymphadenitis was made. 
Follow-up of the patient did not reveal any recurrence of the 
malignant process of the vulva, but seven years after the vulvec- 
tomy a radical mastectomy was performed for a mass in the 
left lower hemisphere of the left breast that had been present 
for about one year and had become tender in the last six weeks 
before the mastectomy. Microscopic examination of the main 
tumor mass in the breast showed fairly small cuboidal or po- 
lygonal cells that tended to fill the small ducts with solid tumor 
masses. In many areas these had infiltrated beyond the confines 
of the duct in the manner of a scirrhus carcinoma. Microscopic 
examination of sections from the axillary lymph nodes demon- 
strated metastases. The patient received roentgen therapy to 
the breast, the supraclavicular areas, and the axilia. She is alive 
and well 14 years after the diagnosis of Paget's Cisease of the 
vulva was made. Only 16 cases of Paget’s disease of the vulva 
were reported in the literature, and the authors’ 17th case is 
unusual in respect to the long survival of the patient after the 
diagnosis was made and in respect to the fact that an adeno- 
carcinoma of the mammary gland later developed. It is the 
authors’ contention that extramammary Paget’s disease repre- 
sents a primary malignant process of the quality of a “grade | 
epidermoid carcinoma.” None of the multiple sections that were 
taken of the tissue removed from the original vulvectomy speci- 
men did reveal an associated adenocarcinoma of an underlying 
apocrine gland. Perhaps, if so-called true serial sections had 
been performed one would have been able to demonstrate such a 
lesion. The idea set forth by Huber, Gardiner, and Michael is 
probably the correct one, i. e., the Paget cells originate by ex- 
tension from an underlying tumor of an apocrine gland. If this 
were not so, it would be difficult to explain the failure in so 
many instances to find a deeper underlying adenocarcinoma. 
In all probability, with the biopsy excision or the vulvectomy, 
the offending slow-growing adenocarcinoma is removed but not 
discovered when sections are made of the lesion. The situation 
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in the breast is somewhat different, because here the glandular 
structures are somewhat larger and more easily demonstrated. 
The authors do not agree with Montgomery or with Willis that 
Paget’s disease is another form of or is true dyskeratosis of 
the epidermis. 


Cancer of Cervix in Jewish Women. W. B. Ober and L. Reiner. 
New England J. Med. 251:555-559 (Sept. 30) 1954 [Boston]. 


This report is based on the records of all women admitted 
to the Beth Israel Hospital, Boston, from Aug. 20, 1928, to 
Dec. 31, 1953, in whom the diagnosis of cancer of the cervix 
was Verified by histological evidence. Of 86,214 women admitted 
during the afore-mentioned period, 66,226, or 76.7%, were 
Jewish and 23.3% were not. Of the 78 cases of cancer of the 
uterine cervix found in the entire group of women, 22 occurred 
in Jewish women, a rate of 33.2 per 100,000 female hospital 
admissions, and 56 cases were found in the non-Jewish women, 
a rate of 280 per 100,000. To compare the frequency of car- 
cinoma of the cervix with carcinoma of the corpus uteri, a 
search was made of material in the files of the department of 
pathology at the same hospital. Among the 86,214 women ad- 
mitted, 114 cases of cancer of the corpus uteri were found, a 
total of 132 per 100,000. Of these, 85 occurred in Jewish women, 
a rate of 128 per 100,000, and 29 in non-Jewish women, a rate 
of 145 per 100,000. With the rates per 100,000 as a basis of 
computation, the ratio of carcinoma of the cervix to carcinoma 
of the corpus uteri in Jewish women was 1:4, whereas in non- 
Jewish women it was 2:1. Data from the Massachusetts Depart- 
ment of Public Health indicate that in 1952 the incidence of 
cancer of the cervix in relation to cancer of the corpus uteri for 
the female population of the commonwealth was about 5:1. The 
role of strict observance of the Talmudic prohibition of sexual 
intercourse for seven days after the cessation of menses as a 
possible factor in prophylaxis of cervical cancer has been dis- 
cussed by some investigators; however, the authors of this re- 
port suggest that strict observance of ritual prohibitions is largely 
a matter of personal conscience, and concupiscence frequently 
prevails over scriptural injunction. Although carcinoma of the 
penis is almost unheard of in circumcised Jewish men, the re- 
lation of this ritual procedure to the infrequency of carcinoma 
of the cervix in Jewish women remains to be evaluated. The 
22 Jewish women with cervical cancer reported on were married 
to Jewish men, who, presumably, were circumcised. 


Thrombosis and Early Rising in Gynecologic Surgery and 
Obstetrics. L. Digonnet, J. Thoyer-Rozat and J. Daffos. Semaine 
hdép. Paris 30:3279-3280 (Sept. 30) 1954 (In French) [Paris, 
France]. 


Early ambulation has certain advantages in its favor, such 
as the more rapid resumption of bodily function, especially 
intestinal function; a faster recovery of strength; and shortening 
of the period of convalescence; but, contrary to the opinion held 
by many surgeons, it does not eliminate the danger of throm- 
bosis or even diminish it to more than a slight degree. Post- 
operative phlebitis developed in spite of early ambulation in 
one (5.2%) of 19 patients delivered by cesarean section and in 
3 (3.6%) of 82 subjected to various gynecologic interventions. 
The corresponding figures for a series in which the patients 
were kept in bed for three weeks after operation were 4 cases 
(6%) of phlebitis in 65 patients delivered by cesarean section 
and 6 cases (4%) in 143 undergoing surgical treatment for a 
variety of gynecologic conditions. The difference in the in- 
cidence of phlebitis in the two series was slight, amounting to 
only 0.8% and 0.4%. Early ambulation, in spite of its ad- 
vantages, should not be allowed to interfere with the healing 
process; tissue repair, in particular, may be hindered if the 
patient is allowed to start walking too soon after a perineal 
operation, except for those limited to a superficial plastic pro- 
cedure. Obstetric patients too, unless they have been subjected 
to cesarean section, not only derive no benefit from early ambu- 
lation, but may even be seriously inconvenienced, because pre- 
mature walking retards involution and favors prolapse, to which 
there is already a predisposition caused by the postpartum 
weight of the uterus and the distention suffered by the vagina 
and the perineal muscles. Ambulation should, therefore, not be 
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permitted until involution is well advanced and lactation, for the 
establishment of which the greatest possible rest is needed, has 
begun. Flexion and extension of the legs in bed, which offers 
all the advantages of early ambulation without any of its dis- 
advantages, is still the preferred method of exercise in the post- 
partum period and gives excellent results as shown by the fact 
that phlebitis occurred in only one of 750 maternity patients 
not permitted early ambulation. Attempts to shorten the hos- 
pital stay and to save on personnel by getting maternity patients 
out of bed prematurely and letting them care for their own 
needs and even for those of their infants result in false economy; 
too often patients so treated appear two or three weeks later in 
a disquieting state of physical and emotional depression or seek 
consultation for incipient prolapse. 


PEDIATRICS 


Artificial Hibernation in Neonatal Pathology. M. Lacomme. 
Semaine h6p. Paris 30:3169-3172 (Sept. 10-14) 1954 (In French) 
[Paris, France]. 


A logical way of treating premature babies and arresting the 
pathological process (anoxia) operative in them that may lead 
to irreversible lesions is to put them in a state of hibernation, 
in order to lessen their oxygen requirements and maintain the 
integrity of their vascular systems. This can be accomplished 
with the use of ganglioplegics and cold. The main object of 
slowing down the babies’ metabolic processes is to approxi- 
mate their need of oxygen to their weak powers of absorption 
and distribution of it. Life at lowered temperature is possibie 
because the body’s defense reaction to cold is blocked by the 
ganglioplegic agents. The author’s method is to use 1.5 mg. of 
chlorpromazine (Largactil) (10-[y-dimethylaminopropy]]-2- 
chlorophenothiazine hydrochloride) daily per kilogram of body 
weight in subcutaneous injection repeated every 40 minutes. 
Sometimes promethazine (Phenergan) is used in conjunction with 
the other drug. This treatment lasts not over three days, and 
usually from 24 to 48 hours. Vitamins K and P are given as 
entihemorrhagics, and neostigmine (Prostigmin) is given to com- 
bat the abdominal distention that comes with prolonged admin- 
istration of ganglioplegics. The child is kept with no covering or 
clothing in an incubator at 28 C (82.4 F); his temperature stabil- 
izes itself at 33 C (91.4 F). Rewarming is achieved by progressive 
diminution of the number and strength of the injections. Con- 
stant careful surveillance of each baby is essential to the tech- 
nique. Artificial hibernation is indicated in babies who are in 
shock, who are premature, or who have had exchange transfusion. 
It was used by the author in 30 who were considered irretriev- 
able; 7 survived. One wonders whether it would not be possible 
to obtain better results by long-continued hibernation. This does 
not seem feasible with ganglioplegics because their prolonged 
administration is harmful, but premature infants might be able 
to do without them, since, according to Ginglinger, they have 
no natural defense reactions to cold. This question is being 
studied at the present time by other French authors (Debray 
and Pierret, Breton, and Lefebvre), who place the babies in an 
incubator at 28 C (82.4 F) and let their temperatures regulate 
themselves spontaneously. 


Intramuscular Benzathene Penicillin in the Prophylaxis of Strep- 
tococcal Infection in Rheumatic Children. C. B. Perry and 
W. A. Gillespie. Brit. M. J. 2:729-730 (Sept. 25) 1954 [London, 
England]. 


Monthly intramuscular injections of benzathene penicillin in 
doses of 1.5 mega units produced prophylactic blood levels 
of penicillin in the majority of 22 children recovering from 
acute rheumatism or chorea. These injections gave rise to some 
local tenderness for 24 hours and in some cases slight fever. 
The injections eliminated group A hemolytic streptococci from 
the throats of carriers and almost completely prevented new in- 
fections. Since this study was completed a group A streptococcic 
sore throat developed in one child 25 days after an injection of 
benzathene penicillin and the child subsequently had a relapse 
of rheumatism. 
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The Renal Element in Rachitic Amino-Aciduria. J. H. P. Jonxis 
and T. H. J. Huisman. Lancet 2:513-516 (Sept. 11) 1954 
[London, England]. 


In a previous report Jonxis and Huisman described the 
occurrence of unusually large quantities of serine and/or 
threonine, glycine and/or alanine, lysine and histidine, and 
glutamic acid in bound form in the urine of rachitic children. 
This aminoaciduria fell slowly after treatment with vitamin D. 
Aminoaciduria occurs in some other diseases, most of which 
belong to the group of “inborn errors of metabolism.” The 
authors decided to investigate whether the aminoaciduria in 
rickets is caused by defective tubular reabsorption, i. e., a 
lowered renal threshold, or by the level of amino acids in the 
blood being so high that the amounts delivered to the tubules 
by glomerular filtration are more than normal tubules can 
reabsorb. A raised level of a few of the amino acids might 
hardly be detected in the sum total, especially since the levels 
of other amino acids might be low. It therefore seemed desir- 
able to determine the levels of the different amino acids 
separately in the plasma ultrafiltrate of rachitic and normal 
children and to raise the level of certain amino acids in the 
plasma and study the amounts subsequently excreted. For the 
latter purpose histidine and arginine were chosen, histidine 
because it is found in particularly large amounts in the urine 
of rachitic children and arginine because it is excreted in strictly 
normal amounts. Three rachitic children and three control 
children were investigated. It was found that children with 
rickets who were excreting large amounts of certain amino 
acids in their urine had normal levels of these amino acids in 
their plasma. The levels of histidine and arginine in the plasma 
before and during the administration of these amino acids were 
no higher in rachitic than in normal children. The intravenous 
administration of histidine and arginine to rachitic children 
caused (1) an increase in the excretion of histidine 5 to 10 
times greater than in the controls, and (2) little if any change 
in the excretion of arginine. The excretion of threonine, serine, 
glycine, lysine, and sometimes tyrosine, increased slightly in 
children with rickets after the intravenous administration of 
histidine and arginine. Vitamin D seems to facilitate the 
reabsorption of histidine and certain other amino acids. 


Myasthenia Gravis in Early Childhood. M. Lopez Pondal. 
Arch. argent. pediat. 25:366-370 (June) 1954 (In Spanish) 
[Buenos Aires, Argentina]. 


Myasthenia gravis is rare in young children. The five cases 
reported by the author in children between the ages of 1% 
and 4 years are the first reported in the literature of Latin 
American countries. The symptoms of the disease in children 
are the same as those observed in adults. In the early period 
of the disease the symptoms consist of extreme fatigue of the 
ocular muscles, with ptosis and ophthalmoplexia. The symp- 
toms are mild in the morning and progress during the day to 
extreme paralysis in the evening. The diagnosis is confirmed 
by the positive results of the neostigmine (Prostigmin) test 
shown by disappearance of pseudoparalysis a few minutes after 
administration of an intramuscular injection of 1 cc. (one 
ampul) of a 1:2,000 neostigmine solution. In the subjects of 
this report the disease had appeared at a period that varied 
between 10 days and 6 months prior to consultation. In all 
cases the muscular symptoms were marked. They were unilateral 
in one case and bilateral in four cases. The treatment consisted 
of intramuscular injections of neostigmine, in daily dose of 5 
mg., alone or in association with neostigmine given orally in 
daily doses of from one to three tablets of 0.01 gm. each, for a 
period of time that varied between three and four months. The 
treatment was discontinued in four patients who are considered 
cured. One patient is still under treatment, with progressive im- 
provement. The author directs attention to the excellent results 
obtained in the reported cases. Myasthenia gravis seems to be 
due to a disorder of the neuromuscular synapsis from an 
unbalance of the cholesterinase-acetylcholine metabolism that 
is controlled by neostigmine. 
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The Food Consumption of Juvenile Diabetics: Evaluation of 
Diets Used at Home and at Summer Camp. H. G. Jacobi. Am. 
J. Clin. Nutrition 2:343-347 (Sept.-Oct.) 1954 [New York]. 


In studies on diabetic children attending a summery camp 
Jacobi had found that the actual food consumption at home 
by many of these children was not always that represented by 
the figures furnished on the camper's application. The desire 
for more accurate information regarding this prompted the 
author to undertake a careful analysis and calculation of the 
food consumption at home. To carry out such studies it was 
necessary to interview each child and attempt to make the 
necessary calculations from the information thus furnished. 
It was felt that this would be the best way of learning just 
what the caloric intake actually was and how it compared with 
the diet prescribed by the referring physician. Information was 
also obtained regarding the insulin dosage and the level of 
diabetic control that was maintained while the patients were 
on these home diets. Studies could be made in a total of 120 
cases (62 girls and 58 boys) out of the 155 attending the camp 
in the summer of 1951. Most of the children were found to be 
consuming carbohydrate (and calories) greatly in excess of their 
diet prescriptions. In many instances, however, the prescribed 
home diets were considered to be insufficient in total calories 
to meet the energy needs of active and rapidly growing children. 
Most of the children and their parents had not received ade- 
quate diet instructions from either their physicians or from 
dieticians in hospitals and clinics. They had little knowledge 
of the relative carbohydrate values of foods or of exchange 
values. Children on restricted diets were conscious of the food 
they ate and followed a rather consistent pattern in their meals. 
However, these children often ate concentrated sweets as extras 
without realizing that by so doing they were completely over- 
coming the efforts to control their caloric intake. No difficulty 
was encountered in bringing these children to take the diets 
indicated for their age, weight, and height standards. They 
appeared to be just as well pleased with this routine as with 
their “free diet.” 


DERMATOLOGY 


Hydrocortisone Ointments: Their Rational Use in Dermatology. 
A. L. Welsh and M. Ede. Ohio M. J. 50:837-840 (Sept.) 1954 
[Columbus, Ohio]. 


In view of reports that topically applied hydrocortisone 
exerts Only temporary suppressive action, that except in self- 
limiting dermatoses, such as acute contact dermatitis, therapy 
is regularly followed by a “rebound” of symptoms, and that 
refractoriness to treatment follows prolonged application, Welsh 
and Ede decided to develop some rational approach to a tech- 
nique for use of hydrocortisone ointments. From October, 
1953, until May, 1954, they treated 402 patients who had 
chronic dermatoses that in their experience had proved refrac- 
tory to conventional topical therapy. They used the following 
preparations: hydrocortisone (Cortril) acetate topical ointment, 
and hydrocortisone (Cortril) free alcohol topical ointment, 1% 
and 2.5% concentrations (10 mg. and 25 mg. per gram 
respectively). The 2.5% concentration was prescribed when 
acuity of an inflammatory process appeared to warrant it; the 
1% concentration was prescribed routinely. Hydrocortisone 
ointments were prescribed for application three to four times 
daily by gently smoothing onto and into the skin of the 
affected areas. Each patient was observed in 72 hours, if 
possible, after initial prescription, and all patients were observed 
at weekly intervals. The response to hydrocortisone ointment 
of 402 patients with various dermatological lesions is presented 
in a table. The authors conclude that hydrocortisone, alone, 
may produce dramatic, temporary results, but, combined with 
conventional preventive and therapeutic procedures, it can be 
a most valuable adjunctive measure for dermatological use. 
Alone, hydrocortisone is an adequate, effective therapeutic 
agent only in acute contact dermatitis, in mild, transient flares 
of atopic dermatitis or infantile eczema, in uncomplicated stasis 
dermatitis, and in some cases of idiopathic pruritus vulvae 
and/or pruritus ani. In long-standing atopic dermatitis, chronic 
contact dermatitis and localized neurodermatitis with lichenifica- 
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tion, endogenous chronic infectious eczematoid dermatitis, stasis 
dermatitis complicated by allergic chemical or bacterial factors, 
hydrocortisone is an inadequate therapeutic agent when used 
alone, but it is a valuable adjunct to therapy when combined 
with other antieczematous topical and systemic agents. In a 
large group of unrelated dermatoses, themselves unresponsive 
to topical hydrocortisone therapy, improvement occurred when 
hydrocortisone was used to control eczematous complications 
or irritative phenomena of an inflammatory nature occurring 
during the course of these diseases. The free alcohol ointment 
appeared to be more effective than the acetate ointment. 


Cutaneous Porphyria in the Adult. M. Bolgert and J. Canivet. 
Brit. J. Dermat. 66:312-317 (Aug.-Sept.) 1954 [London, 
England]. 


Bolgert and Canivet discuss cutaneous porphyria in adults 
on the basis of 17 cases that they have observed since 1951. 
This form of porphyria differs from the acute abdominal and 
nervous type, from congenital porphyria or Gunther’s disease, 
and from Waldenstrém’s late type of cutaneous porphyria. The 
form described here involves adults of all ages; the ages of the 
patients reviewed here ranged from 39 to 66 years. All but 
2 of the 17 patients were men. The essential dermatological 
symptoms are bullae, which appear in groups of 6 to 12 on 
healthy skin. Sometimes they are surrounded by a narrow 
erythematous zone, and they are usually associated with 
pruritus or a feeling of tension. Vesicles also occur; they are 
globular and contain clear serous or even blood-stained fluid. 
They vary in size from that of a pin’s head to 2 or 3 cm. in 
diameter. The evolution of the lesions is rapid; they may appear 
as a pink oozing macule or become dry soon after they have 
formed and be seen as a rounded dried-up crust that soon 
falls off. Whatever the mode of development, a pink, slightly 
pigmented macule or a round depigmented patch is left. Even- 
tually the lesions disappear completely. Secondary infection may 
occur, but it is not usually serious. The bullae appear only on 
exposed parts and generally attack first the dorsal and outer 
aspects of the fingers, often in the neighborhood of joints. 
Finally, bullae appear on the head and neck, especially on the 
glabella, ears, forehead, preauricular region, temples, and also 
the nape and sides of the neck. The bullae have a tendency 
to pick out areas where the skin directly overlies bone or 
cartilage without any intervening muscle. With the bullae there 
appear, in due course, atrophic macules, milia, and pigmenta- 
tion. The dermatological lesions are nearly always associated 
with the passage of urine of a peculiar reddish-pink color, at 
least during the onset of the attack., The cutaneous appendages, 
hair and nails, are normal, and the mucous membranes are 
likewise normal. The disease occurs in attacks, which com- 
mence in the spring and early summer, but the disease is 
seasonal only in certain people. Sunlight plays an important 
but not an essential role in the recurrences, and the disease 
may develop quite apart from caAposure to sunlight. In some 
cases the disease appears to become chronic (in two of the 
reported patients it had already been present for seven to eight 
years), but it may regress slowly. The authors made detailed 
chemical studies. Considerable quantities of uroporphyrin are 
detected in the urine, but complicated investigations are not 
essential to confirm the diagnosis. Besides the pinkish color of 
the urine, the red fluorescence in ultraviolet light, and the 
presence of an absorption spectrum with two bands (580 and 
540 mz) in the green, or more rarely four bands (500, 540, 580, 
and 620 mz) provide sufficient evidence to establish the presence 
of a considerable amount of porphyrinuria. Since the patho- 
genesis of the porphyrias is still unknown, the treatment can 
only be symptomatic. Protection against direct sunlight is 
advisable. 


Treatment of Benign Pigmented Moles. G. H. Ekblad. A. M. A. 
Arch. Dermat. & Syph. 70:399-410 (Oct.) 1954 [Chicago]. 


The annual incidence of melanocarcinoma in the general 
population is 1.8 per 100,000, i. e., 0.0018%. The average per- 
son has 15 to 20 pigmented moles; this makes the annual 
incidence of melanocarcinoma per mole 1.8 per 1,500,000, or 
0.00012%. In general, then, moles should be left alone unless 
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they show suspicious changes or the patient desires to have 
them removed for cosmetic reasons. Prophylactically, it is prob- 
ably good practice to remove moles on the soles, palms, pulp 
of fingers and toes, and on the genitals, and those moles subject 
to repeated trauma. It is equally poor practice to alarm patients 
about these lesions. Conservative treatment of intradermal nevi 
is safe if biopsy is done. Treatment of junctional nevi should 
insure removal or destruction of all nevus cells. The clinically 
compound nevi fall in between the intradermal and the junc- 
tional nevi; good clinical judgement is imperative in their treat- 
ment. The junctional nevus and not the intradermal nevus is 
the potentially malignant lesion. There has never been a histo- 
logically proved benign nevus that has become malignant. It 
would seem that such a transformation does take place, but 
there is as yet no histological proof that it does so. 


Rhus Toxicodendron: Possibility of Systemic Toxic Effects. 
J. B. Howell, A. Goth and G. J. Fashena. A. M.A. Arch. 
Dermat. & Syph. 70:426-436 (Oct.) 1954 [Chicago]. 


A review of reports of serious reactions from Rhus toxico- 
dendron shows them to be rather insubstantial. In experiments 
on animals, it was shown that concentrated poison ivy extract 
is non-nephrotoxic for the rabbit. Two rabbits were given a 
lethal dose and four rabbits a near-lethal dose of a 25% con- 
centration of poison ivy extract intravenously. Daily 24-hour 
specimens of urine were normal for 16 days after the injections. 
The animals were then killed; biopsy of the kidneys revealed 
no damage from the extract. These findings are contrary to 
those of McNair and Pfaff, who reported Rhus albuminuria in 
rabbits given an extract of Rhus toxicodendron orally. There 
is insufficient and inadequate evidence that Rhus dermatitis or 
extracts administered to ivy-sensitive persons can cause systemic 
injury. Observations of patients given oral extracts of poison 
ivy for hyposensitization failed to reveal symptoms of renal 
irritation or symptoms referable to systemic injury. Urinalyses 
on patients with severe and widespread Rhus dermatitis were 
normal. A highly allergic ivy-sensitive nurse was given experi- 
mentally by Dr. Shelmire, leading expert on Rhus toxico- 
dendron, probably the largest single oral dose of ivy extract 
ever taken and also in 75 days the largest quantity consumed 
in so brief a time, without symptoms of immediate or delayed 
toxic damage or systemic sensitization or harm. Secondary 
infection, which rarely complicates ivy dermatitis, should be 
anticipated, and specific therapy should be started as soon as 
the infection is detected. Perhaps infection and not Rhus 
dermatitis accounts for the rare occurrence of kidney disease 
seen in association with this common dermatitis. 


UROLOGY 


Influence of Hyaluronidase in Renal Lithiasis. A. G. Dingley 
and A. W. Badenoch. Proc. Roy. Soc. Med. 47:809-810 (Sept.) 
1954 [London, England]. 


Encouraged by the favorable results obtained by Butt and 
others with hyaluronidase therapy in patients with renal lithiasis, 
Dingley and Badenoch gave hyaluronidase a trial in eight 
patients with renal stone in whom surgical treatment seemed 
inadvisable. While maintaining a high fluid intake and output and 
while receiving hyaluronidase, only three of the eight patients 
had no new stone formation. Four showed an actual increase in 
size of existing stones, and in two of these cases the stones lay 
in a solitary kidney. In none of the patients was there any 
diminution in size of an existing stone. In the case of a young 
man with phosphatic debris causing severe colic, the authors 
were hopeful of obtaining at least some symptomatic relief, 
but hyaluronidase seemed to have no beneficial effect whatso- 
ever. In fact, in the only case in which there was relief of 
symptoms, a marked increase in size of the renal stone was 
shown during treatment, and presumably it was the fixation of 
this stone that gave the patient relief. Two patients died while 
receiving hyaluronidase therapy, but in neither case was death 
in any way thought to be attributable to the effects of this 
treatment. The authors feel that the administration of 
hyaluronidase has no material effect on the natural history of 
urinary stone. 
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The Late Results and Sequelae of Prostatectomy. M. Caine. 
Brit. J. Urol. 26:205-226 (Sept.) 1954 [Edinburgh, Scotland]. 


This investigation constitutes an independent survey of the 
results and sequels of the operations carried out for the relief 
of nonmalignant prostatic obstruction at two London hospitals 
by 16 urologists who are on the staffs or have recently retired 
from the staffs of these hospitals. Thus practically every facet 
of present-day urologic practice is reflected, and most of the 
established transabdominal and transurethral operations are 
included. The various procedures were carried out under rela- 
tively standard conditions. Of 748 patients who were operated 
on from one to five years ago, 715 could be accounted for 
and 519 were examined. The late symptomatic results were, on 
the whole, satisfactory. Increased frequency of micturition 
persisted in 8.7% of patients, often in the presence of an 


otherwise perfect result. In the patients with adenomatous ~ 


prostates, those treated by the retropubic and transvesical closed 
methods appeared to be less troubled by this symptom than 
those treated by the other methods. Patients who had under- 
gone transurethral resection were worse in this respect. The pain 
of vesiculoprostatitis, when present before operation, can be 
expected to disappear in about one-third of the cases, but it is 
not possible to forecast individual results. The cause of ob- 
structive symptoms is usually readily discoverable. Hesitancy 
points toward obstructing prostatic tissue and a poor stream 
toward a bladder-neck obstruction or urethral stricture. Per- 
manent true incontinence is rare. There appears to be more 
danger of its occurrence followiflg electrotome resection than 
after punch resection. Sexual activity is rarely improved after 
operation, but there is a good chance, especially in the younger 
patients, that it will not be impaired. Ejaculation persists in 
about 20% of those subjected to open operation and in over 
70% of those treated by transurethral resection. Vasotomy is 
still advisable for the prevention of postprostatectomy epi- 
didymitis, despite the use of chemotherapy and antibiotics; 
this applies also to transurethral resections. It should be re- 
membered that epididymitis is often delayed, appearing only 
after the patient has left the hospital. Transverse incision is 
advocated for transabdominal operations, with a view to the 
prevention of incisional hernia. This occurred in nearly 19% 
of vertical incisions but never through the main transverse 
incision. Five types of prostatic bed can be recognized on rectal 
examination after prostatectomy. The incidence of carcinoma 
in the prostatic bed is under 3%. Urethral stricture is rather 
common following closed forms of prostatectomy and trans- 
urethral resections. A perineal urethrostomy for catheter drain- 
age after operation, or for transurethral resection, is effective 
in preventing this complication and should be employed much 
more frequently than in the past. If urethral catheter drainage 
is used, the catheter should be fixed by the bladder end rather 
than at the penis. Bladder-neck obstruction is still a common 
complication, despite the prophylactic measures; it is often 
silent until far advanced. Alternative procedures to the com- 
monly practiced bladder-neck wedge excision are mentioned. 
Blood urea levels show, in general, a maintenance of their 
initial postoperative improvement. However, after vesicocap- 
sular operations, a raised blood urea level has developed fre- 
quently. The postoperative persistance of an appreciable amount 
of residual urine is nearly always associated with an organic 
cbstructive lesion and is rarely to be ascribed to simple atony. 
Special attention is drawn to the importance of an unrelieved 
hypertrophy of the interureteric bar as a causal facto”, 


Morphologic and Histochemical Changes Produced by Estro- 
gens on Adult Human Testes. F. A. de la Balze, R. E. Mancini 
G. E. Bur and J. Irazu. Fertil. & Steril. 5:421-436 (Sept.-Oct.) 
1954 [New York]. 


This report is concerned with the morphological and histo- 
chemical study ,of testicular biopsies performed on 16 older 
patients while they were receiving from 10 to 15 mg. of estrogen 
in the treatment of carcinoma of the prostate. The 29 biopsies 
were done before and from 8 to 70 days after onset of the 
diethylstilbestrol (Stilbestrol) treatment. In one patient treat- 
ment was continued for two years. Three important changes 
were observed: (1) progressive atrophy of the germinal epi- 
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thelium, which may advance to a degree where Sertoli cells 
disappear; (2) peritubular sclerosis followed by hyalinization; 
and (3) disappearance of adult normal Leydig cells from the 
intertubular connective tissue and appearance of “fibroblast-like 
cells” with morphological and histochemical reactions similar 
to those of Leydig cells. The three processes appeared simul- 
taneously and gradually increased in intensity. They were inter- 
preted as being a result of the modification of secretion of 
pituitary follicle-stimulating hormone and luteinizing hormone. 
In the patient treated with estrogens for a period of two years, 
the intertubular connective tissue presented a different histo- 
logical picture: diffuse hyperplasia of a special type of cells 
and some adenomatous clusters of immature Leydig cells. 


Chemotherapy of Renal Tuberculosis. J. Meyer. Nord. med. 
§2:1191-1196 (Aug. 26) 1954 (In Danish) [Copenhagen, Den- 
mark]. 

Meyer’s present standpoint on the question of chemotherapy 
or nephrectomy in unilateral renal tuberculosis is as follows. 
Primary nephrectomy in unilateral renai tuberculosis is in- 
dicated in cases with extensive unilateral destruction. In other 
cases chemotherapy should be tried, possibly in several series, 
if the patient is free from symptoms, has normal renal function, 
and tolerates the treatment well. Nephrectomy can be con- 
sidered again only if chemotherapy is without effect, but the 
author would still be conservative if the sick kidney has much 
normal renal tissue. Even though chemotherapy does not lead 
to recovery, it can apparently keep the disorder stationary and 
without symptoms for years, so that newer and better methods 
of treatment can be waited for. Improvements are on the way, 
both with regard to operative treatment and to chemotherapy. 
With kidney resection the purpose is to remove only the 
destroyed renal tissue and leave as much as possible of the 
tissue that is able to function. Semb in Oslo has perormed 92 
kidney resections in 87 patients, with no deaths and but few 
postoperative difficulties. In 90% of the cases the urine was 
free from tubercle bacilli on observation for up to five years. 
Delicate roentgenologic diagnosis with aortography in all cases 
and detailed operative technique are necessary. The problem is 
now to test isoniazid by using it in combination with the 
chemotherapy, which has to date been most effective; to try 
to introduce kidney resection and thus, if possible, make surgi- 
cal treatment more conservative in unilateral renal tuberculosis 
and applicable also in bilateral tuberculosis; and rationally to 
combine medical and surgical therapy. The solution will take 
at least five years, but hope is conveyed for essential improve- 
ment in the treatment of renal tuberculosis. 


THERAPEUTICS 


Use of a d-Amphetamine Amobarbital Combination as Adjunct 
to Treatment of Carcinoma. H. V. Grahn. J. Am. Geriatrics 
Soc. 2:600-603 (Sept.) 1954 [Minneapolis]. 


Anxiety and depression are frequent accompaniments of all 
illnesses. Grahn says that in his observations a d-amphetamine- 
amobarbital combination proved to be effective in treating the 
unrelenting disquiet of the aged, and it produced optimism 
and cheerfulness without undue stimulation. This experience 
suggested that the medicament might prove equally bene- 
ficial in relieving the anxious depression experienced by pa- 
tients with carcinoma. Over a period of three and a half 
years the author used the d-amphetamine-amobarbital com- 
bination in 14 cancer patients. The medicament was of some 
benefit in 11, and of great benefit in 5 of these 11 patients. In 
three patients it produced little or no response. 


Influence of Procaine Hydrochloride on Excretion of Water 
and on Headache in Patients with Concussion of the Brain. 
A. Heller. Miinchen. med. Wchnschr. 96:1094-1095 (Sept. 17) 
1954 (In German) [Munich, Germany]. 


Of 30 patients with concussion of the brain of mild or 
medium degree who were admitted to the hospital within six 
hours after the accident, 27 had complete anuria. They did not 
receive specific treatment but were followed for 21 days. A 
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relationship between excretion. of water and headache was 
observed, since patients obtained partial relief of their head- 
ache only when the lower limiting value of the normal excre- 
tion volume, i.e., 1,500 cc., was reached on the ninth day. In 
the third week the excretion of water reached its maximum 
with 1,770 cc.; herewith the excretion of water had become 
normal and at the same time the headache subsided completely. 
These observations induced the author to give procaine hydro- 
chloride a therapeutic trial in patients with cerebral concussion. 
The purpose of the treatment was to reduce the increased 
sympathetic tonus and thus to restore the balance in the 
autonomic nervous system. Beginning 6 to 12 hours after the 
accident, 15 patients were given intravenous injections of 10 
cc. of procaine hydrochloride in a 1% solution daily for three 
days. The drug was well tolerated. On the fifth day the excre- 
tion of water exceeded the lower limiting value of 1,500 cc., 
and the headache had already subsided on the third day. From 
the fifth day onward the excretion of water remained within 
physiological limits and the patients remained free from sub- 
jective complaints. Treatment with procaine hydrochloride 
exerted its effect on the disturbance of the autonomic nervous 
system by producing an early balance. Consequently, duration 
of hospital stay was limited to 14 days. 


Investigations of Circulatory Changes Induced by Artificial 
Hibernation by Means of Phenothiazine: Their Importance in 
the Treatment of Myocardial Infarction. R. Heinecker. Klin. 
Wehnschr. 32:803-805 (Sept. 15) 1954 (In German) [Berlin, 
Germany]. 

Sleep induced by phenothiazine preparations is characterized 
by depression of the central nervous system to the point of 
analgesia and by blockage of the sympathetic nervous system. 
These alterations are followed by profound changes in the 
circulatory function. Heinecker investigated these circulatory 
changes in nine patients. Eight of these had signs of sympa- 
thetic instability, such as vertigo, headaches, fatigue, lack of 
drive, and inability to concentrate. They were free from cir- 
culatory disturbances. The ninth patient had mild essential 
hypertension and stenocardiac symptoms. Sleep was induced 
by intravenous drip infusions of 200 cc. of isotonic sodium 
chloride solution that contained phenothiazine derivatives. The 
patients were in a cool room, but no additional hypothermia 
was induced. Electrocardiograms, pulse rate, blood pressure, 
elastic resistance, beat and minute volumes were ascertained 
before, during, and after the sleep was induced by pheno- 
thiazine. The studies revealed that, under the influence of 
phenothiazine, cardiac output is considerably restricted in the 
presence of reduced blood pressure. There were, however, 
considerable individual variations, and this indicates that it is 
impossible to employ a uniform dose of phenothiazine in all 
patients. The fact that cardiac function was considerably 
reduced implied that the cardiac load is greatly reduced and 
that sleep induced by phenothiazine derivatives would be help- 
ful in patients with angina pectoris of spastic origin. The 
author mentions one patient with angina pectoris and hyper- 
tension in whom this was the case. However, in myocardial 
infarction, in which the blood pressure is already quite low, 
administration of phenothiazine is not advisable, because it 
further reduces the already impaired coronary circulation and 
thus produces myocardial hypoxia and makes the prognosis 
more unfavorable. Two patients with myocardial infarction 
died after they were given phenothiazine to induce sleep, one 
within 20 minutes, the other after a number of hours. From 
observations made at autopsy it was deduced that both might 
have died without the injection of phenothiazine; however, in 
the first case it seems that the fatal outcome was accelerated 
by the injection. In cardiac infarction with decided hypotension 
phenothiazine-induced sleep is contraindicated. 


Modern Treatment and Prophylaxis of Malaria. W. Kikuth. 
Deutsche med. Wchnschr. 79:1401-1403 (Sept. 17) 1954 (In 
German) [Stuttgart, Germany]. 

According to Kikuth, chloroquine diphosphate (7-chloro-4- 
[4’-diethylamino-1'-methylbutylamino] quinoline diphosphate) 
(Resochin), which was developed by him and his associates in 


J.A.M.A., Jan. 1, 1955 


1939, is the drug of choice for the treatment of malaria. The 
schedule recommended is as follows. Six tablets, each con- 
taining 0.25 gm., are given orally on the first day, and four 
tablets are given on the second day. The daily doses of 1.5 gm. 
and 1 gm., respectively, can be administered at once or in 
two to three single doses at intervals of a few hours. A single 
dose of four to six tablets (1 gm. to 1.5 gm.) of chloroquine 
diphosphate may suppress an attack of malaria in the native 
residents of a tropical endemic area who have acquired a 
partial basal immunity against the local malaria strains, while 
in Germany a two-day course according to the recommended 
schedule is required. In most patients a drop in temperature 
and negative parasite findings will result within 24 hours after 
oral administration of the drug. Parenteral administration is 
indicated in patients with cerebral and gastrointestinal com- 
plications. Five cubic centimeters of a 5% solution of chloro- 
quine diphosphate contains the same amount of the drug as 
one tablet, i. e., 0.25 gm. The general condition of the patient 
improves rapidly and makes oral continuation of the treatment 
possible. Restoration of temperature to normal and disappear- 
ance of parasites are not the only aims of any method of the 
treatment of malaria; treatment should also prevent recur- 
rences or at least reduce their incidence. To achieve this pur- 
pose primaquine (8 -[4-amino-1-methylbutylamino]-6-methoxy- 
quiniline) should be given in doses of 15 mg. daily for 14 days 
after the treatment with chloroquine diphosphate. Treatment 
with primaquine is indicated only for malaria caused by 
Plasmodium vivax or P. malariae, in which the tissue stages 
of the parasites persist after the elimination of the blood 
forms, while a complete cure of malaria caused by P. falci- 
parum may be achieved with chloroquine diphosphate alone. 
Prophylaxis of malaria in Europeans who live in the most 
unfavorable tropical climate can be achieved by taking two 
tablets of chloroquine diphosphate (0.25 gm. each) once a 
week. After leaving the endemic area this prophylactic treat- 
ment should be continued for two weeks and should be com- 
bined occasionally with a 14-day course of primaquine to pre- 
vent recurrences. Undesirable side-effects do not occur even 
with combined treatment, since the mode of action of both 
chloroquine diphosphate and primaquine is directed against 
persistent tissue stages and gametocytes. Chloroquine diphos- 
phate, besides being an ideal antimalarial drug, also prevents 
the development of liver abscesses in cases of paraintestinal 
infection with Endamoeba histolytica. No other drug or com- 
bination of drugs equals chloroquine diphosphate with respect 
to the certainty of its effect in suppressing the acute attack of 
all types of malaria, or primaquine with respect to its reliability 
in the cure of recurrent P. vivax malaria. With these two 
synthetic drugs, the problem of malaria today is considered 
as practically solved. 


The Effect of Adrenergic Blockade and Norepinephrine on 
Renal and Cardiovascular Hemodynamics Following Hemor- 
rhage. J. H. Moyer, C. A. Handley and R. A. Huggins. Cir- 
culation Res. 2:441-447 (Sept.) 1954 [New York]. 


The renal and cardiovascular hemodynamic response to 
arterenol (Nor-epinephrine) was studied in dogs made hypo- 
tensive by repeated hemorrhage. Cardia. output, renal blood 
flow, and glomerular filtration rate were reduced by small to 
moderately severe hemorrhage. When the blood pressure was 
then increased to approximately control levels with arterenol, 
both cardiac output and renal function improved. However, if 
the blood pressure was increased to hypertensive levels, renal 
function was pronouncedly depressed, quite similarly to normal 
animals that were not bled but had been made hypertensive 
with an arterenol infusion. Dogs that were bled severely did 
not show improvement of renal function after administration 
of arterenol; however, when the blood loss was partially 
replaced, glomerular filtration rate and renal blood flow in- 
creased when arterenol was administered, and the blood pres- 
sure returned to control levels. This indicates that in the 
presence of excessive blood loss, blood volume replacement is 
superior to vasopressor agents for improving renal function 
and cardiac output. The renal hemodynamic response to blood 
pressure reduction by adrenergic block and by adrenergic block 
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plus hemorrhage was studied in a second group of dogs. Blood 
pressure reduction by an adrenergic blocking dose of Dibenzyl- 
ine (N-phenoxyisopropyl-N-benzyl-8-chloroethylamine hydro- 
chloride) did not alter glomerular filtration or renal blood flow 
appreciably. The absence of depressed renal function probably 
indicates at least partial block of the renal nerves. Even when 
Dibenzyline was given after blood loss, renal function was not 
depressed to the same degree that was observed with an 
equivalent degree of reduction in blood pressure without block. 
Hemorrhage following adrenergic block did not depress sodium 
excretion to the same degree that it did in the animals that 
did not receive Dibenzyline. 


Effectiveness and Mode of Action of Alkaloids Derived from 
Rauwolfia Serpentina in Chronic, Arterial Hypertension. R. 
Heintz and H. Losse. Deutsche med. Wchnschr. 79:1448-1451 
(Sept. 24) 1954 (In German) [Stuttgart, Germany]. 


Of 134 patients with hypertension who were treated with 
various proprietary preparations of alkaloids derived from the 
root of Rauwolfia serpentina, 57 had essential hypertension, 32 
malignant sclerosis, 36 renal hypertension, and 9 hypertension 
of the aged. Each patient was first given a test dose of the 
drug, i.e., one-half of a sugar-coated tablet, containing 1 mg. 
of the substance. If this was well tolerated, the patient was 
given 1 tablet (2 mg.) two times on the first day, 1 tablet three 
times on the second day, and the dose was gradually increased 
in the course of the following days until 1 tablet was given 
six to eight times per day. The administration of the drug was 
carried out with the aid of daily determinations of the blood 
pressure. Lowering of blood pressure resulted between the 
third and seventh day in most patients. Administration of the 
full dose of the drug, i.e., 6 to 8 tablets daily, should be con- 
tinued for three weeks even in those cases in which lowering 
of blood pressure does not occur after 8 to 10 days of treat- 
ment, provided that the drug is well tolerated, since in some 
patients definite lowering of blood pressure occurred only 
after three weeks of treatment; the cumulative properties of 
the drug may be responsible for this phenomenon. A statis- 
tically significant lowering of the systolic and diastolic blood 
pressure occurred in 51 (38%) of the 134 patients, and in 34 
patients (25.2%) either the systolic or the diastolic blood 
pressure showed a statistically significant drop. Thus in a total 
of 85 patients (63.2%) a favorable effect of the Rauwolfia 
serpentina therapy on the blood pressure was shown. The 
maintenance dose depends on the response of the individual 
patient to the drug. In many patients 2 to 4 mg. of the drug 
daily or every second day proved adequate, while in others 
6 to 10 mg. daily was required. There are patients who have 
taken two to three tablets (4 to 6 mg.) daily for 15 months 
without any complaints. Undesirable side-effects consisted of 
vertigo, headache, fatigue, and apathy. Acute collapse occurring 
in only one patient immediately after the ingestion of 1 tablet 
of the drug apparently was caused by a certain hypersensitivity 
of the patient to the drug rather than by the genuine pharma- 
codynamic effect of the drug. The wide range of applicability 
of the drug and the relatively mild side-effects represent an 
essential and considerable progress in the treatment of hyper- 
tension. Analyses of the circulation with Wezler and Béger’s 
technique were made in 31 patients. In patients with hyper- 
tension associated with a circulatory system that is still reac- 
tive, tc lowering of blood pressure results from a reduction 
of the peripheral resistance, with a simultaneous increase of 
the minute volume and an increase in blood perfusion of 
the organs. In patients with the nephrogenic type of hyper- 
tension and with primary hypertension associated with an 
already inflexible circulatory system, lowering of blood pres- 
sure results primarily from a drop in minute volume at the 
expense of the blood perfusion of the organs. 


Additional Clinica! Experiences with Combined Use of Peni- 
cillin and Supronal. F. Meythaler and H. J. Léssl. Deutsche 
med. Wchnschr. 79:1265-1266 (Aug. 27) 1954 (In German) 
(Stuttgart, Germany]. 

“Syncillin” and “Syncillin forte,” two proprietary preparations 
that contain 0.5 gm. of Supronal (a proprietary sulfonamide 
preparation consisting of a mixture of sulfamerazine and 4- 
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aminomethylbenzenesulfonamide salt of sulfathiourea, known 
as de-ma) and 50,000 or 100,000 units of penicillin G potas- 
sium, respectively, were given orally to 50 patients with bron- 
chopneumonia, lobar and lobar marginal infiltration, and to 
some with Escherichia coli infections of the urinary passages. 
Bacteriological determination of the pathogenic agents was 
carried out when possible. Two tablets of the drug were given 
three times daily. Temperature was restored to normal within 
two to four days, the number of leukocytes was reduced within 
five days, the erythrocyte blood sedimentation rate decreased 
within 6 to 10 days, and pulmonary infiltration subsided within 
two weeks. There were no untoward reactions to the drug. The 
tolerance of the drug did not depend on the composition of the 
gastric juice, since patients with hyperacidity and with anacidity 
did not state any complaints. Clinical improvement resulted in 
the patients with virus infection, but the sensitivity or resistance 
of viruses to Syncillin or Syncillin forte could not be determined 
in vitro because of technical difficulties. In vitro bacteriological 
experiments with Syncillin and Syncillin forte did not reveal 
widening of the spectrum of the effect of the individual com- 
ponents of these preparations. These results were contrary to 
the clinical experiences. It is suggested that the mechanisms of 
action of the combined drugs differ in vivo and in vitro. It 
seems conceivable that high doses of penicillin given alone may 
transfer the pathogenic agents into an anaerobic phase and that 
they may be inhibited only by the simultaneous presence of a 
second antibacterial drug. An insignificant associated infection 
may be removed by the Supronal-penicillin and only then the 
physiological defense mechanisms may become adequate to cope 
with a virus infection. This would imply widening of the normal 
effect of the sulfonamide compounds, so that the organism itself 
may complete the work that was started by the sulfonamide 
compounds. 


The Effect of Stilbestrol in Acute Leukemia. FE. K. Blackburn. 
Brit. J. Cancer 8:255-258 (June) 1954 [London, England]. 


Of the 15 patients in whom Blackburn tried diethylstilbestrol 
(Stilbestrol) therapy, 8 had myeloblastic and 7 had monoblastic 
anemia. None of these patients lived longer than five months 
after the beginning of treatment with diethylstilbestrol. No 
complete remissions occurred, but three patients had transient 
partial remissions. There is no evidence from this series to 
suggest that either the prognosis or the clinical course of acute 
leukemia is altered by adding diethylstilbestrol to other therapy. 


A Study of Illness in a Group of Cleveland Families: VI. Con- 
trolled Study of Reactions to Oxytetracycline Hydrochloride. 
S. Katz, G. F. Badger, W. S. Jordan and others. New England 
J. Med. 251:508-513 (Sept. 23) 1954 [Boston]. 


The original project undertaken by the authors was to study 
the effect of a small daily dose of oxytetracycline (Terramycin) 
hydrochloride on common illnesses in healthy families, but side- 
reactions to the drug were so widespread that this inquiry 
had to be abandoned. One hundred one adults and children from 
20 families were each given 1 and 0.5 gm., respectively, of the 
drug every day for 74% days. Corresponding amounts of a 
placebo preparation were administered to 86 other members of 
18 families. The reactions in the treated group were primarily 
gastrointestinal. Loose, frequent stools or diarrhea were the 
predominant symptom, occurring in 69% of this group and in 
16% of the control group. These symptoms were severe in 
18% and 3% of the two groups, respectively. The treated group 
also had an increased frequency of certain nonspecific symp- 
toms, including weakness, dizziness, severe headache, and severe 
muscle aches. Multiple symptoms, symptoms of increased 
severity, and prolonged symptoms were more frequent in those 
receiving the drug. Certain miscellaneous symptoms, such as pain 
or burning during urination, vaginal itching and burning, burn- 
ing of eyes with puffy eyelids, Gfficulty in focusing, cheilosis, 
and morbilliform rash, occurred only in persons receiving oxy- 
tetracycline. Previously reported differences in prevalence, 
severity, and interpretations of reactions are thought to be due 
to lack of controls; inaccuracy in evaluating side-effects in the 
presence of disease, especially severe disease; and the error of 
discussing all side-effects together despite probable differences 
in the basic mechanisms of such reactions. 
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Treatment of Hypertension with Nepresol. L. Piitz and H. Post- 
hofen. Deutsche med. Wchnschr. 79:1257-1261 (Aug. 27) 1954 
(In German) [Stuttgart, Germany]. 


Nepresol (1,4-dihydrazinophthalazine) was given to 46 women 
and 9 men with hypertension. The average age of these patients 
was 61 years. Pretreatment for 20 days with salt-free diet, 
aminophylline, and methanesulfonates of dihydrogenated ergo- 
toxine alkaloids (Hydergine) had been ineffective. The blood 
pressure of these patients varied between 300 and 200 mm. Hg 
systolic and between 140 and 100 mm. Hg diastolic. Forty-eight 
patients complained of vertigo, headache, tinnitus, and palpi- 
tation; in 44 patients there were changes in the ocular fundus, 
and 18 had renal involvement. The occurrence of a sudden 
considerable drop in blood pressure associated with severest 
vertigo and nausea when one tablet (25 mg.) of the drug was 
given three times daily at the institution of the treatment, and 
the continuance of these undesirable side-effects for one to two 
days after administration of the drug was discontinued, con- 
vinced the authors that the patients should be admitted to hos- 
pital for treatment, the blood pressure ascertained daily 45 
minutes after the administration of the drug during the first 
week of therapy, and after that every second day, and the dose 
gradually increased, depending on the response of the individual 
patient rather than according to a fixed scheme. The follow- 
ing tentative schedule is suggested: one-fourth of one tablet 
(6.25 mg.) three times on the first day of treatment, half a tablet 
(12.5 mg.) three times on the second day, half a tablet four times 
on the third day, half a tablet six times on the fourth day, half 
a tablet (12.5 mg.) three times alternating with one tablet (25 
mg.) three times on the fifth day, and one tablet six times on 
the sixth day. The correct individual dose proved decisive for 
the success or failure of the treatment. Treatment with 1,4- 
dihydrazinophthalazine for an average period of 22 days was 
successful in 17 (31%) of the 55 patients; the blood pressure 
was reduced by 25/26% on the average, and, therefore, the 
blood pressure was restored to normal or nearly normal. All 
symptoms of hypertension disappeared or were considerably 
improved. Among the 17 patients there were also the 4 with 
renal involvement. Eight of the 17 patients were followed up 
for 3 to 15 months, and treatment with 1,4-dihydrazinophthala- 
zine was coniinued on an ambulatory basis. The good results 
obtained during hospital treatment were fully maintained. This 
therapeutic success was obtained independently of the age of 
the patients. The best results were obtained in those who had 
had hypertension for more than 10 years, while results were 
less satisfactory the shorter the duration of the disease had been. 
Thirty-four of the 48 patients who complained of symptoms 
associated with hypertension before treatment were improved 
independently of a resulting drop in blood pressure. A general, 
slight, or temporary drop in blood pressure, without improve- 
ment of symptoms, occurred in 47 patients (85%). Undesirable 
side-effects such as vertigo, nausea, palpitation, and restlessness 
were observed in about one-fifth of the patients, and, in most 
of these, these side-effects could be controlled by adequate ad- 
ministration of antihistaminics. Absolute intolerance of the drug 
was observed in a few patients only. Pharmacological and 
physiological studies with 1,4-dihydrazinophthalazine in animals 
showed that the points of attack by the hydrazinophthalazine 
preparations are in the humoral domain, in the inhibition of 
pressor reflex mechanisms, and in hypothalamic regulation 
centers. Studies on human beings suggested an effect of the drug 
on the peripheral vascular system. 


Clinical Trial of Ilidar, a New Dibenzazepine Adrenergic 
Blocking Drug, in the Treatment of Peripheral Vascular Diseases 
and Miscellaneous Complaints. H. D. Green and H. H. DuBose. 
Circulation 10:374-383 (Sept.) 1954 [New York]. 


Azapetine (Ilidar) proved in experiments on animals to be a 
safe, potent, adrenergic blocking*drug capable of relaxing vaso- 
spasm caused by sympathetic activity. An initial study was car- 
ried out on 10 normal medical students, who were given intra- 
venous infusions of azapetine while in a constant temperature 
room where continuous skin temperatures were recorded. In all 
10 satisfactory relaxation of cold-induced vasoconstriction was 
obtained, and no significant side-effects were noted. Seventy- 
three patients were subjected to a similar intravenous test. A 
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pronounced vasodilating effect was noted in all but 14 who had 
moderate to advanced obliterative arterial disease. Sixty-nine of 
the 73 tolerated the drug without significant side-effects. Aza- 
petine then was given a therapeutic trial in 116 patients. Of the 
86 patients who were followed closely enough for evaluation 
of results, 29 had arteriosclerosis, 4 sudden arterial occlusion, 
8 thromboangiitis obliterans, 7 Raynaud’s syndrome, 10 post- 
phliebitic syndrome, and 28 miscellaneous complaints. Azapetine 
was administered orally; tablets containing 25 or 50 mg. of 
azapetine hydrochloride were used in the first part of the study, 
and tablets of 30 or 60 mg. of azapetine phosphate were used 
in the latter part of the study. The patients were instructed to 
increase gradually the dose as tolerated, up to four or more 
such tablets four times a day. Seventy-four of the 86 patients 
tolerated the drug well in therapeutically effective doses. Drug 
fever and severe nausea and vomiting occurred in 12 patients, 
but only one of these could not tolerate the drug in any amount. 
In 33 of the patients the dose was increased progressively until 
side-effects consisting of dizziness, nausea, weakness, syncope, 
and drowsiness were noted. For most of the patients the oral 
medication should be in the range of 50 to 75 mg. three or four 
times daily, though in a fair number of patients dosage can be 
pushed to higher levels up to 300 to 400 mg. per day if neces- 
sary. No apparent long-time cumulative effect of the medication 
and no bone marrow depression were noted in the 36 patients 
who took the drug continuously for from 3 to 15 months. 
Azapetine proved highly effective in patients with predominantly 
vasospastic disorders as manifested by coldness, blanching, and 
aching of the extremities, especially when aggravated by cold 
weather. Healing of superficial ulceration was noted in several 
of this group. Relief was experienced by several patients with 
vague symptoms suggestive of myalgia. Significant benefit was 
noted in patients with the postphlebitic syndrome when treatment 
with azapetine was combined with supportive therapy. Sub- 
jective improvement was noted in 5 of the 8 patients with 
thromboangiitis obliterans, in 10 of the 29 patients with arterio- 
sclerosis, and in 3 of the 4 patients with sudden arterial occlusion. 
The mildness and infrequency of the side-effects make azapetine 
one of the most pleasant drugs in its class to use. However, the 
mildness of the untoward reactions may constitute one of the 
drug’s greatest hazards, in that it may allow an occasional 
patient to reach a dose that results in a high degree of sym- 
pathetic blockade and possibly in serious hypotensive episodes 
without the preliminary warning of less serious toxic mani- 
festations. Careful instruction of patients should virtually 
eliminate this possibility. 


Prevention of Rheumatic Fever by Treatment of Previous 
Streptococcal Infections: I. Evaluation of Benzathine Penicillin 
G. R. Chamovitz, F. J. Catanzaro, C. A. Stetson and C. H. 
Rammelkamp Jr. New England J. Med. 251:466-471 (Sept. 16) 
1954 [Boston]. 


Dibenzylethylene diamine penicillin G, a depot preparation 
that is slowly absorbed over a period of at least 10 days, was 
given to 257 patients with exudative tonsillitis or pharyngitis; 
109 patients served as controls. Of the 257 patients, 40 received 
two simultaneous intramuscular injections of 600,000 units each, 
92 were given a single intramuscular injection of 1,200,000 units, 
and 125 received a single intramuscular injection of 600,000. 
Most of the infections observed were streptococcic in origin, 
as indicated by the isolation of group A streptococci from the 
oropharynx and the demonstration of a leukocytosis in most 
cases. Each patient was examined 21 days after the onset of 
illness. Patients in the control group were again examined at 
35 days, whereas those who had received treatment were studied 
at weekly intervals for seven weeks. At each follow-up examina- 
tion symptoms of pain or swelling of the joints, rise in tempera- 
ture, skin rash, or sore throat were recorded. Persons with signs 
or symptoms of rheumatic fever were hospitalized in a special 
study ward. Eradication of the infecting organism (group A 
Streptococcus) by both 1,200,000 and 600,000 units of benzathine 
penicillin G was effected in 256 (99%) of the treated group as 
determined by cultures of the throat 21 days after illness. In 
addition, there was striking inhibition of antistreptolysin forma- 
tion. In contrast, the infecting organism was isolated from 87 
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(80%) of the 109 control patients at this time. Thirty-five days 
after onset of the acute illness the infecting type of Streptococcus 
was isolated from one patient who received 1,200,000 units and 
from four who received 600,000 units. Penicillin appeared to 
be active longer in the patients receiving 1,200,000 units than 
in those given 600,000 units. Two definite cases of acute rheu- 
matic fever and one of acute nephritis developed in the control 
patients, whereas these complications did not occur among the 
patients who received benzathine penicillin. In most patients the 
administration of the benzathine penicillin caused local dis- 
comfort at the site of injection. Symptoms and signs of reactions 
to penicillin developed in eight patients receiving 1,200,000 
units and in five patients receiving 600,000 units of benzathine 
penicillin. Until the frequency of untoward reactions after large 
doses of benzathine penicillin is established, 600,000 units or 
possibly 900,000 units of benzathine penicillin given intra- 
muscularly is recommended for the treatment of streptococcic 
infections. Available data indicate that benzathine penicillin, in 
the doses recommended, should prove to be a highly effective 
agent in the prevention of rheumatic fever by treatment of the 
preceding streptococcic illness. 


Immunization of Adults Against Diphtheria and Tetanus. 
J. Ipsen. New England J. Med. 251:459-466 (Sept. 16) 1954 
|Boston]. 


Several field tests were carried out in adult populations with 
a tetanus-diphtheria toxoid preparation containing 1L¢r (limit of 
flocculation) of diphtheria toxoid and 5L; of tetanus toxoid, 
purified, without alum adjuvant, so that the product has the 
appearance of a water-clear fluid. It is readily distinguished from 
the turbid alum-precipitated preparation intended for children. 
The new preparation was found highly satisfactory as a second- 
ary or booster-stimulus for diphtheria and tetanus immunity. 
Two injections induced ample basic tetanus immunity, and the 
preparation was well tolerated in adults between 20 and 40 years 
of age. Diphtheria experience in Massachusetts in later years 
shows a prevalence of adult cases. The incidence of tetanus has 
decreased only in children and Army veterans. Antitoxin titra- 
tions performed during the spring of 1954 in Massachusetts on 
samples of adult serum demonstrate that 55% of all persons 
over 20 years have less than 0.01 unit of diphtheria antitoxin. 
The new tetanus-diphtheria toxoid preparation is recommended 
for routine use in adult persons, with an interval of 5 to 10 
years and at time of exposure to either disease. 


Clinical Report on a New Chemotherapeutic Compound for the 
Treatment of Tuberculosis (Streptomycin—p-Aminosalicylic Acid 
—Isoniazid). G. Cazzaniga. Gior. clin. med. 35:881-889 (July) 
1954 (In Italian) [Bologna, Italy]. 


“Streptazide,” a drug that consists of 250 mg. of streptomycin, 
250 mg. of dihydrostreptomycin, 200 mg. of isoniazid, and 1,000 
mg. of p-aminosalicylic acid, was used to treat 30 patients with 
pulmonary tuberculosis. The drug was given intramuscularly in 
an aqueous solution or in isotonic sodium chloride solution once 
a day for two months. Chronic fibroulcerative and caseous tuber- 
culosis was present in 13 patients, exudative tuberculosis of 
recent onset in 15, and subacute diffuse miliary tuberculosis in 
2. The patients had been admitted only recently, and none had 
received specific therapy. The drug was well tolerated and did 
not cause toxic effects, visceral lesions, or alterations of the 
blood constituents. Results were best in patients with exudative 
tuberculosis and good in those with miliary tuberculosis; the 
others regained strength slowly, and the improvement on the 
roentgenograms was slight. This therapy especially benefited 13 
patients in whom the disease was of recent onset. Their general 
condition was improved; they gained appetite and weight; fever 
disappeared in two weeks; sputum was diminished, and the Myco- 
bacterium tuberculosis disappeared from it; the sedimentation 
rate was decreased or returned to normal; and there was a 
gradual improvement in the clinical and roentgenographic find- 
ings. These results were far better than those observed in another 
group of 30 patients in the same conditions who were treated 
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by the author at the same time with administration of strepto- 
mycin by the intramuscular route and of isoniazid by the oral 
route. 


PATHOLOGY 


Experimental Bacterial Endocarditis in Altitude Rats: Develop- 
ment and Regression of Cardiac Lesions, Including Lesions in 
Rats Treated with Penicillin. B. Highman, P. D. Altland and 
H. Eagle. A.M.A. Arch. Path. 78:241-257 (Sept.) 1954 
[Chicago]. 


Experimental bacterial endocarditis was produced regularly 
in rats acclimatized to a simulated altitude of 25,000 ft. by a 
single intravenous injection of 0.5 cc. of a six hour broth 
culture of Streptococcus faecalis. The animals showed bacterial 
vegetations and lesions without demonstrable bacteria resem- 
bling the lesions seen in human endocarditis. The development 
of the valvular lesions and their regression following penicillin 
therapy were studied in detail. The histological appearance of 
valvular ring abscesses, bacterial emboli, infarcts, interstitial 
myocarditis, and other myocardial lesions of experimental 
bacterial endocarditis are described in detail. The vegetations 
are considered to arise as thrombi formed by deposits from 
the blood on an inflamed endocardial surface. The bacterial 
colonies in the valvular vegetations consist in part of bacteria- 
laden macrophages. Experimental evidence indicates that the 
bacteria in these macrophages are relatively resistant to penicil- 
lin, a drug whose bactericidal effect is reduced in the presence 
of organisms that are not metabolizing and multiplying at 
their optimal rate. This fact may explain how recurrences occur 
after premature cessation of treatment. Nonbacterial lesions 
may be derived from bacterial vegetations. This situation re- 
sults, after destruction of bacteria by phagocytosis and bac- 
teriolysis, when the external surface of the vegetation becomes 
covered by endothelium and fibrous tissue before the central 
portion of the vegetation is organized. 


Periarteritis Nodosa in a Week-Old Infant: Report of a Case 
with Necropsy. R. J. Johansmann and P. Zeek. A. M.A. Arch. 
Path. 58:207-213 (Sept.) 1954 [Chicago]. 


Widespread, acute lesions of periarteritis nodosa were found 
at autopsy in an infant who died on the seventh day of life. 
They apparently developed after birth and followed massive 
but incomplete renal infarction, which was caused by embolism 
from a thrombus in an aneurysm of the ductus arteriosus. The 
vascular lesions in this case appeared to be identical in 
morphology, distribution, and stages of lesions represented 
with the necrotizing arteritis produced experimentally in rats 
by investigators employing procedures that cause renal ischemia 
and rapid rise in blood pressure. The various stages of the 
lesions in this case have been produced in rats within a similar 
period of seven days. The concept is thus refuted that the rat 
type of periarteritis nodosa does not occur in man. 


Nutritional Factors and Experimental Liver Disease. A. Rabbi. 
Minerva med. 45:371-376 (Aug. 25) 1954 (In Italian) [Turin, 
Italy]. 


Experiments were carried out on rats at the University of 
Bologna Institute of Biological Chemistry to study the relation- 
ship between diet and liver disease. Unlike other diets that 
have been used in similar studies, the author used a natural 
and balanced diet that lacked only some natural factors that 
are linked exclusively to proteins of animal origin. The chemi- 
cal identity of these factors is still unknown, but studies at this 
university have proved that they are essential in nutrition. They 
were found mainly in casein, and they were called animal! 
proteic factors. Rabbi studied a group of rats to which he fed 
from the time they were weaned a diet that consisted of entire 
cereals (88%), crude casein (5%), wheat germ (5%), sodium 
chloride (0.5%), and calcium lactate (1.5%), supplemented two 
times a week with fresh vegetables and dried (brewer's) yeast. 
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The rats grew and reproduced normally for several generations. 
He fed the same diet to a second group of rats when they 
were weaned, but he substituted the crude casein with purified 
casein (washed repeatedly in water). The diet lacked the animal 
proteic factors and produced a complex of lesions, especially 
in the liver. The onset and course of these lesions were slow 
and their severity became increasingly pronounced in the fol- 
lowing generations. In fact, 70% of the newborn rats died at 
the time they were weaned. The same deficient diet was fed 
to those that survived, and all the offspring of these (second 
generation) died. Histological studies revealed particular lesions 
in the cytoplasm, especially in the liver, of all the animals that 
were fed the deficient diet. In the first group a granular type 
of degeneration of the protoplasm apppeared late in life to- 
gether with nuclear polymorphism and karyorrhexis and an 
increase of binuclear cells and Kupffer’s cells. These lesions 
were severer in the liver of first generation rats and were even 
more pronounced in that of second generation rats in which 
a marked and generalized vacuolation with areas of necrosis 
and lysis was seen. The interesting feature in these rats was 
the absence of the reactive mesenchymal phenomena that were 
present in those of the two previous generations. These results 
are of great importance, because they prove the role of a 
deficient diet in the causation of liver lesions. Liver-protecting 
factors have been found in casein and animal proteins by 
other authors, among whom is Schwarz from the United 
States. 


Disseminated Moniliasis with Demonstration of the Organism 
in the Blood. G. Ffrench and V. Shenoi. Canad. M. A. J. 
71:238-241 (Sept.) 1954 [Toronto, Canada]. 


Candida albicans, which is the best known of the fungi re- 
sponsible for moniliasis, because it causes thrush in infancy, 
was demonstrated in the white blood cells of a 33-year-old Tamil 
man admitted to a hospital. He complained of cough and pain 
in the chest of two weeks’ duration. The patient’s history was 
complicated by the fact that he had been severely ill after 
having been bitten on the toe by a rat or an Indian bandicoot 
about two months previously. Many encapsulated oval bodies 
were found in the neutrophils when the myeloerythroid layer 
from the hematocrit tube was examined. These were first be- 
lieved to be Toxoplasma gondii; later, after this possibility had 
been ruled out, a diagnosis of Histoplasma capsulatum, which 
is known to occur in the peripheral blood, was considered. 
Treatment was empirical and followed suggestions made by 
previous observers for histoplasmosis; neither chlortetracycline 
(Aureomycin), oxytetracycline (Terramycin), sulfadiazine, nor 
urea stibamine had any effect, and on the 93rd hospital day the 
patient died. Characteristic miliary granulomatous and necrotic 
lesions, together with a well-developed hemochromatosis, were 
found on postmortem examination. Cultures grown from autopsy 
material (liver and spleen) under full aseptic precautions showed 
a spreading colony of white, smooth, faintly glistening growth 
at 37 C at the end of 48 hours; subculture at 22 C showed 
discrete smooth, whitish colonies resembling Micrococcus 
(Staphylococcus) pyogenes var. albus on blood agar. The organ- 
ism was identified as Candida albicans because of the absence 
of the typical chlamydospores of H. capsulatum in the mycelial 
growth and the formation of acid and gas in glucose, maltose, 
and levulose, and this identification was later confirmed by an 
experienced mycologist. Disseminated moniliasis, unlike pul- 
monary moniliasis, inevitably results in death. Dissemination 
has been thought to take place by way of the blood stream, but 
this is the first case in which the organisms have been found 
within the white blood cells. 


The Relationship Between Fibrocystic Disease and Carcinoma 
of the Breast. J. D. Palmer and S. J. Martin. Canad. M. A. J. 
71:259-261 (Sept.) 1954 [Toronto, Canada]. 


A follow-up of fibrocystic disease of the breast has been 
under way for some years at the tumor clinic of the Montreal 
General Hospital as part of a general follow-up of all patients 
treated at the hospital for malignant disease as well as those 
with benign conditions suspected of being precancerous. Fibro- 
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cystic disease of the breast is generally regarded as precancerous 
by investigators who use histological methods of investigation; 
those who rely on clinical findings and prolonged follow-up of 
individual patients, however, find that it is not precancerous. 
The clinical approach was used in this study, designed as an 
interim report on the information already obtained in the 
Montreal program. The records of the tumor clinic and the 
pathological department showed that (1) the incidence of 
previous operations for fibrocystic disease in 313 patients with 
proved carcinoma of the breast was 2.23%; (2) the incidence of 
previous operations for fibrocystic disease in a control series of 
300 women of about the same age distribution was 3%; and 
(3) carcinoma of the breast has not developed in any of 64 
patients operated on for known fibrocystic disease with a 
follow-up of from 8 to 23 years. The pathological findings in 
these 64 patients were cystic disease alone, 41; cystic disease 
with intraductal papilloma, 6; cystic disease with benign neo- 
plasia, 8; cystic disease with fibroadenoma, 8; and cystic disease 
with cystadenoma, 1. Biopsy, simple removal of the tumor mass, 
or segmental resection was performed in 33; the other 31 were 
subjected to simple mastectomy (bilateral in 5). The results 
in each of the three groups agree closely with those given in 
published reports of larger series of patients with fibrocystic 
disease followed up over a period of years. 


Mortality from Cancer of the Lung in Canada: 1931-1952. 
A. J. Phillips. Canad. M. A. J. 71:242-244 (Sept.) 1954 
[Toronto, Canada]. 


The statistics on deaths from lung cancer in Canada for the 
period from 1931 to 1952 were analyzed to assess any changes 
that might have occurred in the mortality rates and to compare 
them with those reported in other countries. The deaths given 
in the annual vital statistics reports for Canada are coded accord- 
ing to the International List of Causes of Death, but since 
various revisions (the fourth, fifth, and sixth) of this list were 
made during the period under review, the figures for the years 
1931-1940 cannot be combined with those for later years with- 
out qualification. Conversion factors, however, were provided 
by which the data collected for the years from 1941 to 1949 
could be made comparable to those for 1950-1952. The adjusted 
figures show that deaths from lung cancer have increased for 
both sexes from 2.2% of all cancer deaths in 1931 to 8.7% in 
1952. The 1952 figure agrees closely with the value of 8.1% 
given by Dorn for the United States. Correction of the figures 
to allow for changes in the age structure of the population 
showed that deaths from lung cancer increased from 2.4 per 
100,000 population in 1931 to 10.7 in 1952. The standardized 
lung cancer death rate for men during the same period rose 
from 3 to 17; for women, it rose from 1.6 to 3.7. 


Incidence of Lower Nephron Nephrosis in Forensic Material. 
E. Halkier. Nord. med. 52:1186-1188 (Aug. 26) 1954 (In 
Danish) [Copenhagen, Denmark]. 


The apparent increase in the frequency of lower nephron 
nephrosis depends on increasing familiarity with the picture and 
on an increasing number of traffic and industrial accidents, 
perhaps also on an increasing number of criminal abortions, but 
mainly on the energetic treatment now accorded the patients, as 
previously many deaths resulted from injuries and shock before 
the symptoms of lower nephron nephrosis had time to develop. 
Of the 21 histologically verified cases from the 1949-1953 
autopsy material from the Forensic Institute in Copenhagen, the 
13 in men were mostly due to accidents, the 8 in women to 
various poisonings. In some cases lower nephron nephrosis was 
the cause of death, in others, a contributing cause. The principle 
in the treatment of anuria is to keep the patient alive by careful 
attention to the fluid balance and electrolytes till the tubuli are 
regenerated. Intensive treatment is called for, the reported 
follow-up having shown that the prognosis in lower nephron 
nephrosis is good if the patients can be brought through the 
anuria phase. Excessive administration of fluids should be 
avoided. 
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RADIOLOGY 


Irradiation Therapy of Carcinoma of the Lung. N. Nicolov. 
Wien. klin. Wchnschr. 66:561-565 (Aug. 13) 1954 (In German) 
[Vienna, Austria]. 


Of 226 patients between 30 and 82 years of age with 
bronchial carcinoma treated by roentgen irradiation at the 
City Hospital in Vienna-Lainz, 199 (88%) were men whose 
average age was 58.5 years, and 27 (12%) were women whose 
average age was 61 years. Most of the patients were between 
the ages of 60 and 70 years. The tumors were localized more 
frequently in the right than in the left lung and more frequently 
in the upper than in the lower lobes. The carcinomas were 
inoperable, partly in a far-advanced stage with metastases in 
the lymph nodes and with distal metastases. The general con- 
dition of these paiients was bad, and some of them were 
cachectic. Palliative treatment to prevent inflammation was 
practiced as follows. The tumor was irradiated from three 
fields, and corresponding to its extent, frontal, lateral, and 
dorsal irradiation was carried out with six series at two week 
intervals. Each series consisted of one irradiation per field, 
with 120 r, 180 kv., 12 ma., 40 cm. focal-skin distance and 
0.5 mm. Cu. After these six series, two additional series of 
total body irradiation were given, each consisting of 10 sessions 
with 24 r. In patients with generalized metastases or with 
bronchial carcinoma associated with active tuberculosis, local 
irradiation is contraindicated; these patients were treated by 
total body irradiation consisting of 10 sessions with 24 r. 
Cough disappeared completely or was more or less improved. 
Hemoptysis and dyspnea were favorably influenced by the 
treatment. Relief from pain, particularly from that caused by 
metastasis in the bones, was obtained in many patients, but 
oral or parenteral administration of anodynes or procaine 
infiltration or block were required occasionally. Atelectasis 
receded partially in most patients and subsided completely in 
rare cases. Oat-cell carcinomas were highly sensitive to irradia- 
tion, but regression was only of short duration, and the time 
of survival of these patients was much shorter than that of 
patients with pavement-cell carcinoma; although tumors of 
this later type were less sensitive to irradiation, they were 
growing slowly and metastases were late. The average duration 
of life was 12 months after the onset of the disease and 7 
months after the institution of irradiation. Seventy-nine patients 
whose disease was inoperable but was in a not too advanced 
stage had a survival time of 19.2 months after the onset of 
the disease, and one had a survival time of 12.2 months after 
institution of treatment; a few patients who had primary 
bronchial carcinoma but not cancerously degenerated adenoma 
survived for three to four years. Although irradiation with 
massive doses is indicated for curative treatment in patients 
with operable tumor, the satisfactory results obtained by the 


author in patients with inoperable tumors with several series of, 


small doses were not inferior to those obtained by. other 
workers with massive doses. Except for the older, cachectic 
ones, the author’s patients were treated on an ambulatory 


basis, did not have roentgen intoxication, and maintained their. 


work capacity in the course of the treatment until shortly 
before their death. The author, therefore, considers his method 
superior to that with massive doses. 


A Study of the Correlation Between Roentgenographic and 
Post-Mortem Calcification of the Aorta. J. B. Hyman and F. 
H. Epstein. Am. Heart J. 48:540-543 (Oct.) 1954 [St. Louis]. 


Hyman and Epstein studied autopsy specimens of thoracic 
and abdominal aortas from 72 patients in whom roentgeno- 
grams of the corresponding areas had been made during life. 
Of the 72 roentgenograms of the thoracic aorta, 18 showed 
calcification of the aorta that was verified by the autopsy speci- 
mens. Calcification was doubtful on five roentgenograms and 


was not demonstrated by the autopsy specimens. Calcification ‘ 


was absent on the remaining 49 roentgenograms of the thoracic 
aorta but was revealed by microscopic examination in 4 of 
these cases. Evidence of calcification of the abdominal aorta 
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was shown by 20 of the 55 roentgenograms that had been 
made of this region and was confirmed by the autopsy findings. 
Evidence of calcification was questionable in four roentgeno- 
grams but was demonstrated by the autopsy specimens. There 
was no evidence of calcification in the remaining 31 roentgeno- 
grams, and microscopic examination revealed its presence in 
only 5 cases. Study of the age and sex distribution in the 72 
patients as related to the calcification of the aortas showed a 
high incidence of calcification independent of sex in persons 
over 60 years of age. Roentgenologic demonstration of aortic 
calcification thus may become a useful aid in the diagnosis of 
aortic atherosclerosis. It usually indicates an advanced degree 
of atherosclerosis. Although advanced atheromas are frequently 
missed by this method, a false positive diagnosis was not made 
in a single case. 


Histologic Effects of Various Types of Ionizing Radiation on 
Normal and Hyperplastic Human Thyroid Glands. S, Lindsay, 
M. E. Dailey and M. D. Jones. J. Clin. Endocrinol, 14:1179- 
1218 (Oct.) 1954 [Springfield, IIl.}. 


Lindsay and associates say that, although in histological re- 
ports of irradiated human thyroid glands many different lesions 
have been attributed to irradiation, their own studies suggested 
that not all the changes observed in irradiated human thyroid 
glands are actually due to irradiation but may have been 
caused by disease, aging, or the effects of drugs. The purpose 
of the present investigation was to compare the histological 
effects of various forms of ionizing radiation. This report is 
based on the histological examinations of the thyroids and the 
clinical records of 58 patients in whom the thyroids were 
irradiated either externally or internally. The largest group 
consisted of 24 patients receiving I'*! (radioactive iodine) in 
the treatment of hyperthyroidism (Graves’ disease). In addition, 
there were five patients with toxic nodular goiters treated with 
I/31, Eleven patients with hyperthyroidism were treated with 
x-rays, and nine hyperthyroid patients were treated pre- 
operatively by implantation of radon seeds in their thyroid 
glands. For further comparison of the effects of internal irradia- 
tion on hyperplastic and normal glands, two euthyroid patients 
receiving [131 were studied. The thyroid glands of five addi- 
tional euthyroid patients, most of whom had laryngeal car- 
cinoma, had received external irradiation with x-rays. Two 
patients had been treated by irradiation with neutrons from 
the 60 in. medical cyclotron. The lesions observed in thyroids 
irradiated with ['%1, x-rays, radon, or neutrons were quali- 
tatively similar. Acute epithelial injury, associated with necrotiz- 
ing vasculitis and thrombosis, was the initial lesion resulting 
from high dosage of irradiation; follicular atrophy accompanied 
by perifollicular fibrosis was characteristic of the late reaction. 
Bizarre thyroid epithelial cells with hyperchromatic nuclei 
were observed in many irradiated glands, particularly the 
hyperplastic ones. These cellular changes were believed due to 
overstimulation and exhaustion rather than to the direct effect 
of irradiation. Cellular changes due to irradiation were found 
only in glands subjected to high dosage of irradiation and 
examined relatively soon after the exposure. A high incidence 
of Hashimoto thyroiditis was found in hyperplastic thyroids 
irradiated with I'*! or x-rays. This lesion was regarded as one 
effect of irradiation of the hyperplastic gland. The epithelial 
proliferative reaction in two of these thyroids led to the late 
development of multiple adenomas. These findings suggest the 
possibility of eventual development of malignant lesions in the 
irradiated hyperplastic human thyroid. 


Painful Granuloma of Carotid Sheath After Thorium Dioxide 
Angiography: Report of Case. G. S. Baker and A. L. Kara- 
vitis. Proc. Staff. Meet., Mayo Clinic 29:550-554 (Sept. 29) 
1954 fReekester, Minn.]. 

The history of a 57-year-old woman, who was seen at the 


Mayo Clinic for the first time in December, 1952, revealed 
that she had been relatively well. until 1946, when she had an 








96 MEDICAL LITERATURE ABSTRACTS 


episode of unconsciousness associated with paralysis of her left 
arm as well as absence of sensation in the arm. At this time 
the patient was seen in another medical center, where two 
right carotid angiograms were completed and the patient was 
told she had had a “stroke.” The right side of her neck 
remained tender for about a year after the angiographic 
studies. The paralysis and sensory defect in the left arm 
gradually disappeared, and she had been in relatively good 
health until three years prior to her visit to the Mayo Clinic, 
when she noted pain and swelling in the right side of her neck. 
The pain was constant and aching, and recently she had noted 
intermittent sharp, intense pain. In May, 1952, at another 
hospital, the patient had received x-ray therapy over the cervical 
area, which had increased the pain. When seen in December, 
she was becoming addicted to narcotics. A tender, firm, fixed 
mass was found in the region of the sternocleidomastoid 
muscle. Roentgenograms of the neck demonstrated opaque 
material in the right cervical region compatible with the dep- 
osition of Thorotrast, which is a 25% solution of colloidal 
thorium dioxide in dextrin medium. Examination with the 
Geiger counter disclosed radioactivity in the opaque mass at 
the neck. A survey of the regions of the liver and spleen with 
the Geiger counter indicated radioactivity as well. A laminec- 
tomy and an intradural sensory rhizotomy of the upper four 
cervical nerves on the right side was done and produced com- 
plete relief of pain. About 13 months later, in January, 1954, 
the patient noted the recurrence of stabbing, burning pain, and 
she now also had slight difficulty in swallowing. A diagnostic 
block of the right stellate ganglion with piperocaine hydro- 
chloride indicated that the recurrent pain was being carried 
via the sympathetic nervous system. Right stellate and second 
thoracic sympathetic ganglionectomy and trunk resection were 
advised and carried out. This procedure afforded complete 
relief of pain. The authors hope that the other nerves in the 
area will be spared the effects of the radioactive material. They 
point out that Thorotrast contains thorium, one of the naturally 
occurring radioactive families. The radioactive decay of this 
series releases alpha particles, beta rays, and gamma rays. It 
has been noted that the total radioactivity of Thorotrast de- 
creases over a period of five years and then begins to increase, 
owing to the fact that the thorium has broken down to form 
other members of this radioactive family. This relatively long 
delay before the radioactivity of Thorotrast begins to increase 
is thought to explain the latent period of years before serious 
complications may develop when Thorotrast is used in living 
tissues. 


ANESTHESIA 


Pneumothorax: Its Incidence Following Brachial Plexus Block 
Analgesia. D. C. Moore and L. D. Bridenbaugh. Anesthesiol- 
ogy 15:475-480 (Sept.) 1954 [Philadelphia]. 


Moore and Bridenbaugh made routine anteroposterior roent- 
genograms of the chest from 10 to 15 hours after brachial plexus 
block analgesia in 100 consecutive patients. In addition, lateral 
and oblique exposures were made in those patients who had 
chest pain but in whom no air could be detected in the antero- 
posterior film. The 100 patients received brachial plexus block 
analgesia over an eight month period. Five patients complained 
of severe chest pain on the blocked side within six hours after 
the brachial plexus block had been induced. They could not 
take deep breaths or lie on the side that had been blocked with- 
out exaggerating the pain. They complained of dyspnea. In 
only one of these five patients was it possible to demonstrate 
air intrapleurally, although both oblique and lateral exposures 
were made in all five patients. The 100 brachial plexus blocks 
had been induced by four different anesthesiologists. The 
authors question the occurrence of “silent” pneumothorax fol- 
lowing brachial plexus block in a patient without previous dis- 
ease of the lung. They feel that the possibility of pneumothorax 
following brachial block is not a sufficient argument against 
its use. 


J.A.M.A.,; Jan. 1, 1955 


Irritability of Heart During Anesthesia: How to Influence It. 
B. Gadermann and K. Donat. Klin. Wchnschr. 32:713-716 
(Aug. 15) 1954 (In German) [Berlin, Germany]. 


Gadermann and Donat describe experiments on animals that 
they carried out to modify the cardiac irritability that results 
from hypothermia and during operations on the heart. Their 
experiments on dogs were carried out with the phenothiazine 
derivative, P 391 or Pacatal, which is 10-(N-methyl-3-piperidy!- 
methyl) phenothiazine. This drug simultaneously depresses the 
sympathetic and parasympathetic functions of the sympathetic 
nervous system without blocking the circulatory effects of 
peripherally active sympathomimetic agents and parasympa- 
thomimetic agents. It is well tolerated and has a wide thera- 
peutic range. The authors studied the effect of the phenothiazine 
derivative on dogs in which the irritability of the heart muscle 
had been altered by hypothermia. They found that the cardiac 
rhythm could be stabilized by the drug. Experiments, which 
were undertaken to ascertain whether the drug would reduce 
the irritability of the heart caused by manipulations during 
operations on the heart, demonstrated that if the drug is given 
at the right time and in fractionated doses until the actual onset 
of the operation, the irritability of the heart is greatly reduced, 
and disturbances in the cardiac rhythm are prevented, even if 
the ventricular myocardium is subjected to gross mechanical 
irritation. The sequence of the heartbeat and the dissemination 
of the rhythm in the ventricles remain largely unimpaired. 


PHYSIOLOGY 


The Effects on Respiration and Performance During Exercise 
of Adding Oxygen to Inspired Air. R. G. Bannister and D. J. C. 
Cunningham. J. Physiol. 125:118-137 (July) 1954 [Cambridge, 
England]. 


Two athletes and two other subjects ran on a motor-driven 
treadmill up various gradients. The intensity of the work was 
adjusted to ensure that each person reached his breaking point 
between the 7th and the 10th minute when he breathed at- 
mospheric air. In other experiments he performed the same 
exercise while breathing 33, 66, or 100% oxygen. Addition of 
oxygen to the inspired air increased the time required to reach 
a breaking point. The performance was improved more by 66% 
and 100% than by 33% oxygen. With 66% oxygen three of 
the subjects did not reach a breaking point within 23 minutes. 
The discomfort that they had experienced when breathing air 
was replaced by a feeling of positive well-being. In contrast, 
when breathing 100% oxygen they never felt elated, and all 
reached breaking points within 21 minutes. Oxygen reduced the 
pulmonary ventilation and the blood lactate response and al- 
lowed the alveolar carbon dioxide pressure to rise to higher 
levels. Two subjects exercised at a slightly lower intensity of 
work. Sudden changes were made in the inspired gas mixtures 
from air to 66% or 33% oxygen in the course of the runs. These 
changes were followed rapidly by reductions in the pulmonary 
ventilation and increases in the alveolar carbon dioxide pressure. 
Subjective improvement occurred after a few breaths. On switch- 
ing back to air, the reverse changes in the pulmonary ventilation 
and the alveolar carbon dioxide pressure followed rapidly. 
These effects were not observed during moderate exercise. 
Reasons are presented for regarding the respiratory effects of 
inhaling high concentrations of oxygen as being due to the 
abolition of an arterial anoxemia, which was thought to be pres- 
ent when air was breathed during exercise of more than a critical 
intensity. Relief of the anoxemia might exert its effects through 
the carotid and aortic chemoreceptors, or by improving cardiac 
function, or both. The authors do not consider it necessary to 
postulate the existence of an unknown respiratory stimulant 
liberated by muscles working under partially anaerobic condi- 
tions, though the possibility was not excluded. The existence of 
such a factor had been suggested by Asmussen and Nielsen in 
1946. Discussing the depressant action of 100% compared with 
66% oxygen, the authors suggest that it might be due to in- 
creases in the cerebral circulation, resulting from the excess of 
circulating carbon dioxide and lactate. Such an increase would 
nullify the protection from the deleterious effects of high- 
pressure oxygen afforded to the brain by the cerebral vaso- 
constriction that occurs at rest when pure oxygen is breathed. 
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BOOK REVIEWS 


Surgery of the Adrenal Glands. By William Wallace Scott, M.D., Ph.D., 
Professor of Urology, Johns Hopkins University School of Medicine, Balti- 
more, and Perry B. Hudson, M.D., Assistant Professor of Urology, Colum- 
bia University College of Physicians and Surgeons, New York. Publication 
number 227, American Lecture Series, monograph in American Lectures in 
Abdominal Viscera. Edited by Lester R. Dragstedt, M.D., Chairman, 
Department of Surgery, University of Chicago, School of Medicine, Chicago. 
Cloth. $3.50. Pp. 150, with 35 illustrations. Charles C Thomas, Publisher, 
11-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
Ltd.. 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1954. 


Great advances have been made in the study of normal and 
abnormal adrenal glands in the last decade. Surgery of the 
human adrenals, which earlier was confined to the removal of 
neoplasms of the cortex and medulla, has been extended to total 
adrenalectomy to rid the organism of harmful functional activi- 
ties in patients with Cushing’s syndrome and certain metastatic 
cancers. Among the most important developments in adrenal 
surgery is the discovery of how to maintain life after adrenal- 
ectomy. This timely monograph is unable to cover adequately 
the mass of clinical and laboratory investigations related to 
these advances. The authors, however, have been able to present 
in an abbreviated form certain current concepts and develop- 
ments of disease conditions caused by adrenal hyperfunction 
and neoplasm or those mediated through normal activity of these 
glands that can be cured or alleviated by surgical therapy. After 
a brief discussion of the embryology, anatomy, and physiology 
of the adrenal gland, there is a concise chapter on the tumors 
of the adrenal glands, their diagnosis and treatment. This chapter 
should be especially valuable to medical students and clinicians 
in that the authors have chosen representative samples with de- 
tailed clinical histories in presenting the clinical findings in pa- 
tients with adrenal tumors. The last chapter is devoted to a 
brief discussion of the most recent advance in adrenal surgery: 
total bilateral adrenalectomy in the treatment of patients with 
disseminated cancer of the prostate and breast. Here the clini- 
cal material perhaps is too brief, but it gives some background 
of the endocrine association of certain human neoplasms with 
the function of the adrenals. As a whole this book should prove 
valuable for medical students, urologists, and general surgeons 
who wish to familiarize themselves with the problem of diag- 
nosis and physiology of the adrenal disorders and the indications 
for surgical therapy. 


Anatomie des Menschen: Ein Lehrbuch fiir Studierende und Arzte. 
Band I: Bewegungsapparat. Yon Hermann Braus. Fortgefiihrt von Curt 
Elze. Third edition. Cloth. 69 marks. Pp. 789, with 399 illustrations. 
Springer-Verlag, Reichpietschufer 20, (1) Berlin W. 35 (West-Berlin); 
Neuenheimer Landstrasse 24, Heidelberg; Géttingen, Germany, 1954. 


This book appears 25 years after the preceding edition. 
Professor Elze has done an admirable job of revising and 
modernizing this volume. He remarks that since he is now an 
emeritus there was the danger that this new edition would be 
written solely from his desk. This peril was avoided, however, 
when all the resources of the Munich Institute of Anatomy 
were placed at his disposal; therefore, there was no paucity of 
material. The plates of the original drawings were destroyed 
during the bombings of Wurzburg, Germany, but fortunately 
the original drawings were saved from a similar fate. Although 
the artist, Mr. Emil Winkler, made the necessary redrawings 
and the new drawings under the most trying circumstances, 
he has attained a crispness and clarity that deserve special 
commendation. Those who are familiar with the detailed 
exactness of Hermann Braus’ works will not be disappointed 
in this volume, which deals with the musculoskeletal system. 
Color has been used judiciously. In one illustration depicting 
the complex arrangement of the ligaments of the foot and 
ankle, the use of color far exceeds any attempt to describe and 
depict the ligaments in black and white. The section on the 





These book reviews have been prepared by competent authorities but 
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lower extremity is especially good. The use of numerals to 
indicate the continuity of the muscles of the forearm as they 
pass into the hand is very effective. Such clever devices make 
for better teaching, better learning, and greater comprehension. 
The book is highly recommended. 


The Female Sex Hormones. By Leon J. DeMerre, Ph.D. Cloth. $3.50 
Pp. 219. Vantage Press, Inc., 120 W. 31st St., New York 1, 1954. 


This small book, written for the intelligent layman, is an 
attempt by a biochemist to bridge the gap between the highly 
technical literature of the endocrinologist and the sensationalism 
of the popular magazines. The author has only partially suc- 
ceeded in this attempt, and his efforts will probably prove 
of little inspiration or interest to any large group of the reading 
public. The style and manner of presentation are too stilted 
to appeal to the more literary reader. The biochemical and 
historical parts of the book are sound and informative, but the 
sections dealing with the medical and therapeutic aspects of 
the subject reflect the fact that the author is not a physician 
and has obtained his information from the less critical litera- 
ture on endocrinology. A typical statement that can only mis- 
lead the layman is: “if a comparatively young woman suffering 
from menstrual pains shows signs of fatness which affects the 
hips and which also covers her genitalia, she is unquestionably 
a pituitary case, for these are the external signs. In such a case 
the pituitary sex hormones are indicated.” Unfortunately the 
book is replete with such misleading assertions. 


Practice of Allergy. By Warren T. Vaughan, M.D. Revised by J. Harvey 
Black, M.D. Third edition. Cloth. $21. Pp. 1164, with 335 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1954. 


There is virtually no phase of allergy that is not discussed 
in this book. Opinions on many of the controversial points are 
cited from different workers, but Dr. Black is disinclined to 
evaluate these opinions on the basis of his own experience. 
Presumably out of respect for the late Dr. Vaughan, the present 
author retains many of the opinions and concepts expressed in 
the first edition. While the book is voluminous it is dispropor- 
tionate in its treatment of various subjects. For example, there 
are many pages with needless photographs of vegetables and 
fruits and such meaningless pictures as “urticaria from canta- 
loupe,” and 225 pages devoted to pollens and pollinating 
plants. On the other hand, a chapter of only 11 pages covers 
immunology as related to clinical allergy, one-third of a page 
is devoted to histamine, and the subject of penicillin allergy 
is inadequately presented. A more appropriate balance in the 
coverage of various phases of allergy would improve this valu- 
able but not definitive textbook. 


Proceedings of the First World Conference on Medical Education, 
London, 1953, Held under the Auspices of the World Medical Association. 
Cloth. $16. Pp. 804, with 3 illustrations. Oxford University Press, 114 
Fifth Ave., New York 11; Amen House, Warwick Sq., London, E.C.4, 
England, 1954. 


This volume has brought together the excellent papers pre- 
sented during the conference and offers a wealth of valuable, 
thought-provoking material for educators, physicians, and those 
persons interested in medical education. The first portion of 
the proceedings contains four outstanding addresses given at 
the opening plenary session. Sir Lionel Whitby’s address on “The 
Challenge to Medical Education in the Second Half of the 
Twentieth Century” raises issues deserving thoughtful analysis. 
Sir Richard Livingstone’s address on “What is Education” is a 
classic applicable to all areas of education, and his discussion 
of philosophy merits widespread reading and sincere applica- 
tion. In these days of emphasis on specialization, S. M. K. 
Mallick’s address on “Medicine—a Technology or a Profes- 
sion” seems particularly pertinent. The remainder of the volume 
is divided into four sections: the requirements for entry into 
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medical schools, the aims and content of the medical cur- 
riculum, the techniques and methods of medical education, and 
preventive and social medicine. Concluding reports of the vice- 
presidents and rapporteurs, a list of contributors, and a subject 
index are also included. The addresses in each of the sections 
cover a widespread panorama of problems and their potential 
solution and also raise questions that deserve conscientious 
study. The volume represents the material from what can be 
considered a truly significant and historical international con- 
ference on medical education. It should be widely read and 
should be available for reference in libraries throughout the 
world. 


Practical Physiological Chemistry. By Philip B. Hawk, Ph.D., Sc.D., 
President, Food Research Laboratories, Inc., Long Island City, New York, 
Bernard L. Oser, Ph.D., Director, Food Research Laboratories, Inc., and 
William H. Summerson, Ph.D., Chief, Biochemistry Division, Chemical 
Corps Medical Laboratories, Army Chemical Center, Maryland. Thirteenth 
edition. Cloth. $12. Pp. 1439, with 307 illustrations. Blakiston Company 
(division of Doubleday & Company, Inc.), 575 Madison Ave., New York 
22, 1954. 


The 13th edition of this text represents an expansion and re- 
vision of material to include the advances of physiological chem- 
istry since 1947. The textual material is now equally divided 
between theoretical discussion and experimental procedures and 
methods. The chapters on nucleic acids and nucleoproteins, 
milk, muscular tissues, enzymes, and isotopes have been ex- 
tensively rewritten. There are short discussions on the newer 
physical methods, including electrophoresis, the ultracentrifuge, 
ion-exchange resins, column and paper chromatography, and 
counter-current distribution. In addition there are discussions 
on such topics as the helical structure of proteins, structure of 
insulin, synthesis of oxytocin, chemistry and metabolism of 
nucleoproteins, nucleic acids and derivatives, role of muscle pro- 
tein and adenosine triphosphate in muscle contraction, bio- 
chemistry of bone and teeth, chemistry of corticosteroids, 
kinetics of enzymatic action, theories of blood clotting, role 
of coenzyme A and “one-carbon fragments” in metabolism, 
cobalamins, and isotopes in biochemical research. The experi- 
mental procedures and methods have been enlarged to include 
additional liver function tests and the determination of blood 
protein-bound iodine, blood sodium and potassium, and many 
others. 


Prefrontal Leucotomy and Related Operations: Anatomical Aspects of 
Success and Failure. By Alfred Meyer, M.D., Professor of Neuropathol- 
Ogy, and Elizabeth Beck, Research Assistant, Institute of Psychiatry, 
Department of Neuropathology, Institute of Psychiatry, Maudsley Hos- 
pital, University of London, London. Henderson Trust lectures no. XVII. 
Cloth. 10s. 6d. Pp. 60, with 20 illustrations. Published for William Ramsay 
Henderson Trust by Oliver and Boyd, Ltd., Tweeddale Court, 14 High St., 
Edinburgh 1, Scotland, 1954. 


This brief monograph was published for “the advancement 
and diffusion of the science of phrenology.” The authors have 
been interested for many years in the anatomic, pathological, 
physiological, and clinical aspects of frontal lobotomy and have 
published many papers on this subject. The present report is 
concerned with the study of the brains of 102 patients on 
whom “blind” frontal lobotomies had been performed. As the 
majority of these patients died while residing in mental hos- 
pitals it is understandable that the results were poorer than 
have usually been reported and that the incidence of post- 
operative epilepsy (17%) is higher. Of these 102 patients only 
6 achieved “social recovery” and another 18 were markedly 
improved although all were not discharged from the hospital. 
The study has indicated that satisfactory results are dependent 
on an “adequate” lobotomy. Not only must the plane of 
section be sufficiently far from the frontal pole but there is 
also a definite correlation between the degree of improvement 
and the completeness of section of the white matter. On the 
other hand, the study has also shown that sections placed too 
far posterior result in severe and undesirable changes in per- 
sonality. The authors had hoped that this study would permit 
them to determine just which fiber pathways or what parts of 
the white matter must be sectioned to obtain the desired re- 
sults but in this respect they were disappointed. As might have 
been expected their studies did reveal that the greater the area 
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of cortical damage the more likely was the development of 
postoperative epilepsy. The monograph contains numerous 
tables, illustrations of lesions in the brains produced by lobot- 
omy, and a tabular analysis of the cases studied. 


Emotions and Bodily Changes: A Survey of Literature on Psychosomatic 
Interrelationships, 1910-1953. By Flanders Dunbar, M.D., Med.Sc.D., 
Ph.D. Fourth edition, with supplementary material and additional bibli- 
ography. Cloth. $15. Pp. 1192. Columbia University Press, 2960 Broadway, 
New York 27; Oxford University Press, Amen House, Warwick Sq., 
London, E.C.4, England, 1954. 


In this new edition of a bibliographic reference book on 
psychosomatic interrelationships, the author has left the subject 
matter of the first edition largely intact and has simply ex- 
panded it with a review of the progress that has been made 
since 1935. An introductory section presents a well-organized 
history of thought in psychosomatic medicine and a review of 
some of the problems facing the researcher. Subsequent chapters 
are arranged by organ systems, and there is a final section on 
treatment. Despite recently accelerated research in the field 
of psychosomatic medicine, this book devotes only relatively 
short sections to contributions since 1935. Many key studies 
have been left out, and the quotations from those that are 
included seem to emphasize literary allusions and connections 
with mythology more than they do new data. There is a dis- 
proportionate emphasis on the early work, which is now chiefly 
of historical interest. 


Babies Are Human Beings: An Interpretation of Growth. By C. Ander- 
son Aldrich, M.D., and Mary M. Aldrich. Second edition. Cloth. $2.95. 
Pp. 122, with 5 illustrations. The Macmillan Company, 60 Fifth Ave., 
New York 11, 1954. 


This new edition of a delightful manual appears 16 years 
after publication of the first one. The book can be read easily 
and should be recommended to parents and prospective parents. 
Throughout the book the authors stress the natural pattern of 
development, too often ignored or thwarted by well-meaning 
but misguided parents. The newborn infant is described as a 
product of his evolutionary past, a dynamic living creature, and 
potentially a future adult. His dilemma consists of the neces- 
sity to fit into the civilization of his parents and the necessity 
to follow an inherent plan of development. Conformity to group 
behavior is good but can do untold harm if forced on a child 
before he is ready for it. The book has an index and a few 
pictures of infants and young children whose personalities 
presumably were allowed to develop at an optimal rate. 


Workmen’s Compensation: Prevention, Insurance, and Rehabilitation of 
Occupational Disability. By Herman Miles Somers, Chairman, Department 
of Political Science, Haverford College, Haverford, Penn., and Anne 
Ramsay Somers. Half-cloth. $6.50. Pp. 341. John Wiley & Sons, Inc., 440 
Fourth Ave., New York 16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, 
London, W.C.2, England, 1954. 


The authors of this excellent book have performed a great 
service to everyone concerned with the oldest social insurance 
program in the United States. For the first time in a single 
volume the history, legislation, administration, litigation, insur- 
ance, actual benefit experience, and industrial safety, health, and 
rehabilitation as related to workmen’s compensation have been 
reviewed. Of special interest to the medical profession is the 
reminder that the significance and impact of workmen’s com- 
pensation are not confined to occupational disability. The authors 
point out that discussions and decisions in the growing field of 
private and public medical care and general disability programs 
are taking place in complete disregard of the oldest and largest 
relevant experience in the United States. The appraisal of the 
results of organized medicine's efforts to raise the level of com- 
petence in compensation medicine is encouraging and should 
serve to stimulate greater activity and interest by the medical 
profession in local workmen’s compensation programs. Well- 
documented and thought-provoking, this book presents trends 
and future developments in a program of vital importance and 
interest to the medical profession as well as to the working 
population at large. 
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QUERIES AND MINOR NOTES 


SUNLIGHT AND TUBERCULOSIS 
To THE Eprtor:—What is the rationale for prohibiting patients 
with active or arrested tuberculosis from sunlight? 
M.D., Ohio. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Faith in the beneficial effect of sunlight on tuber- 
culosis developed during the early years of treatment of the 
disease. Clinical observations, however, were divided when it 
became apparent that in certain persons exposed to direct sun- 
light fever and adverse focal reactions in the lungs developed, 
often followed by hemorrhages. These observations led to the 
belief that so-called arrested tuberculosis could be reactivated 
by overdoses of sunlight. The published results of experimental 
studies in many excellent laboratories indicated that there was 
very little convincing evidence of any beneficial effect of sun- 
light. The rapid advances in therapy of pulmonary tuberculosis, 
ranging from collapse therapy to resection and modern chemo- 
therapy with its spectacular results, have completely replaced 
many of these earlier forms of treatment. In all probability the 
significance of the advantage or disadvantage of heliotherapy has 
been minimized, but, because of the memory of certain adverse 
results attributed to this therapy, patients are often told that it 
may be dangerous for them to risk it. 


ANSWER.—Heliotherapy can add nothing to the present-day 
treatment of pulmonary tuberculosis except, perhaps, as a general 
health measure late in the convalescent phase of the disease. 
There is no reason to prohibit moderate exposure to sunlight 
in patients with arrested disease. It has been reported by various 
authorities that in patients with active pulmonary tuberculosis 
sunlight may cause an exacerbation of toxic symptoms such as 
fever and focal reaction in the lungs similar to that following 
tuberculin injections, and that the tendency to hemorrhage is 
increased. These dangers are greatly minimized by the present- 
day use of specific drug therapy. 


INFANT WHOSE MOTHER HAS DIABETES 
To THE Eprror:—What is the latest information on care of the 
newborn infant whose mother has diabetes mellitus? 
E. Albert Moody, M.D., Bend, Ore. 


ANSWER.—If the mother is in a state of glycemic equilibrium 
it is not necessary to give glucose to the child at birth. If large 
amounts of protamine zinc insulin or isophane (N.P.H.) insulin 
have been administered to the mother shortly before delivery, 
the infant’s blood sugar level may be so low that glucose would 
be necessary. For this reason it is well to estimate the child’s 
blood sugar level at birth and at 24 hours of life, remember- 
ing that it is low even in normal infants. The child should be 
placed in an incubator at 29 C with 40% oxygen for at least 
24 hours after birth, and.as much longer as may be necessary. 
It should be treated like a premature infant. The airways should 
be cleared by suction if necessary; otherwise the child should 
be disturbed as little as possible. Feeding should begin after 12 
to 24 hours of life. The first feeding may be 5% dextrose in 
water. Later a standard milk, water, and sugar formula of 17 
Cal. per ounce should be given. If there is a poor sucking reflex 
the child may be fed by stomach tube. Glucose or isotonic 
sodium chloride solution may be given intravenously for support 
or dehydration when oral intake is inadequate. Cortisone, 60 
mg. per 24 hours, has been given for edema and cyanosis, but 
there is little evidence that it is beneficial. The inquirer night 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


find of interest the article “Chemical Homeostasis in the New- 
born Infants of Diabetic Mothers” (Lowrey, G. H., and others: 
Pediatrics 13:527 [June] 1954). 


PAIN IN RIGHT FLANK 

To THE Epitor:—A woman, age 45, has pains in the right flank, 
disabling backaches, and occasionally tarry stools. Repeated 
roentgenograms of the upper and lower parts of the gastro- 
intestinal tract are normal except for ptosis of the liver; a 
roentgenogram of the spine, pyelograms, gynecologic exami- 
nations, blood cell counts, and blood chemistry studies are 
normal. Gallbladder visualization shows the gallbladder to 
be normal. The patient’s appendix was removed years ago. 
Have you any suggestions? M.D., Michigan. 


ANSWER.—Presuming that the history of pain in the right 
flank is of relatively short duration, the lesion may be carcinoma 
of the head of the pancreas. With all roentgen examinations 
normal and absence of positive physical signs, pancreatic dis- 
ease must be suspected. The absence of jaundice does not 
exclude a neoplasm of the head of the pancreas; such a tumor 
will cause severe abdominal pain and excruciating back pains 
and may, by eroding and ulcerating the mucosa of the duo- 
denum, create melena, if not gross intestinal fresh hemorrhage. 
The urine should be examined carefully for sugar, as glycosuria, 
indicative of disturbed insulin production, would further im- 
plicate the pancreas. 


HOME TREATMENT FOR ALCOHOLISM 
To THE Epitor:—Please comment on the treatment by the 
British specialist Dr. J. Y. Dent of alcoholism chemically 
with apomorphine. 
Wallace H. Bollinger, M.D., Charleston, Ark. 


ANSWER.—The home treatment for alcoholism by Dr. Dent 
is preceded by an explanation to the patient that he has taken 
drink as a medicament to treat a disease temporarily and that 
apomorphine treats this condition permanently and “unless he 
drinks again he will need no further treatment.” The patient is 
given about 100 apomorphine tablets, each 0.1 grain (6 mg.). 
He lies down and puts one tablet in the pouch of his cheek. It 
dissolves quickly, but he must refrain from swallowing his saliva 
until 10 minutes have elapsed. One hour later two tablets are 
taken in the same way, and so on, the dose being increased by 
one tablet per hour up to 30 tablets or until vomiting occurs. He 
then takes three-quarters of this dose every two hours until the 
next day, when he again increases the dose by one tablet every 
hour until he vomits for the second time. Then he takes three- 
quarters of this maximum dose for a further two days and 
nights, but if the second maximum is significantly greater than 
the first he should continue treatment for three days and nights. 

The action of apomorphine when given by mouth is so vari- 
able and the beneficial results so doubtful. that this form of 
treatment is not advised. Even when administered by injection, 
apomorphine has too short a phase of nausea to form a strong 
and lasting association between the drinking of liquor and the 
ensuing illness. Also, the drug may act as a powerful narcotic 
causing sleep, which often blots out the memory of discomfort; 
or it may cause euphoria, which is certainly not conducive to 
the desired conditioned reflex. These facts are pointed out by 
Voegtlin and others (Quart. J. Stud. Alcohol 1:501, 1940), who 
call attention to the danger and futility of using apomorphine in 
this way. It is true that Dr. Dent’s method approaches the hypo- 
dermic route rather than the oral, and therefore more consistent 
results may be expected from oral absorption than from swallow- 
ing the drug. However, the efficacy of treatment still depends 
on a psychic approach. The exact routine with its inevitable 
consequences might, if the treatment were followed through to 
the bitter end, impress the alcoholic so greatly that he might 
remember that he is permanently cured “unless he drinks again.” 








100 QUERIES AND MINOR NOTES 


DERMATOSES AND PREGNANCY 


To THE Eprror:—/ have seen one case of giant urticaria and 
one case of true psoriasis that receded while the patients were 
pregnant, only to flare up after their children were born. Please 
name the dermatoses that recede with pregnancies. Why does 
this occur? Is there a special treatment in such cases? 


Jesus Chapa-Badillo, M.D., Laredo, Texas. 


ANSWER.—Many dermatoses may be affected by pregnancy, 
but in a rather unpredictable fashion. For any given condition 
some cases may improve whereas others may be exacerbated 
during pregnancy; there are no dermatoses that consistently im- 
prove. One dermatosis is limited to pregnancy or the postpartum 
period: herpes gestationis, which is probably a variant of derma- 
titis herpetiformis. With regard to psoriasis, Lane and Crawford 
(Arch. Dermat. & Syph. 35:1051 [June] 1937) give the follow- 
ing information concerning the influence of pregnancy: 


No. of No. of 
Effect Patients Pregnancies 
I oo. oa neulne wane peo wuns 15 33 
I go aig cd Seeing atmcan ine 41 147 
RII entre. dp vicccdgaauee aslo 7 24 


Many authors mention the capricious effect of pregnancy on 
psoriasis. Most of them would probably agree that in most cases 
there is no influence; of the remainder, somewhat more are im- 
proved than are exacerbated. No rational explanation can be 
given for these changes. As to urticaria, it is not believed that 
pregnancy would have any consistent effect. If there is an 
amelioration, as the inquirer reports, this could have been 
brought about by a change in diet or other exogenous factors 
during the pregnancy. It is, of course, possible that the hormonal 
changes that develop during pregnancy had some suppressive 
effect on the development of the urticarial lesions. 


PROPHYLAXIS OF RHEUMATIC FEVER 


To THE Epitor:—Please inform me on the prophylactic treat- 
ment in rheumatic fever. Are benzathine penicillin G (Bicillin) 
long-acting tablets the treatment of choice? For how long 
would you treat a 12-year-old boy who has had one bout of 
rheumatic fever? 

Emanuel Stolman, M.D., Santa Cruz, Calif. 


ANSWER.—The purpose of prophylaxis in rheumatic fever is 
the prevention of group A streptococcic infections. This is 
accomplished by maintenance of an adequate blood level of 
either sulfonamide or antibiotic. For this, benzathine penicillin 
G appears to be effective, as do several preparations of peni- 
cillin given orally, 100,000 units each day. If a sulfonamide or 
antibiotic is used after an attack of rheumatic fever at the age 
of 12, it is considered desirable to continue prophylaxis for 
several years, perhaps until about the age of 18. 


ENCEPHALITIS LETHARGICA 

To THE Epitor:—/ have under observation a patient 35 years 
of age who is suspected of having encephalitis lethargica. She 
had a fulminating onset two months ago, since when little, if 
any, improvement has occurred. A neurologist seen in con- 
sultation agrees with the presumptive diagnosis. As yet, 
laboratory confirmation has not been reported. Do you have 
any suggestions as to specific therapy? 

M.D., New Mexico. 


ANSWER.—It is well known that the acute phase of encephalitis 
lethargica may last for many weeks or even months. Immune 
serums have been tried repeatedly without encouraging results. 
No specific treatment is known. Supportive treatment consists in 
maintaining the patient’s nutrition by tube feedings or intravenous 
administration of fluids if necessary. Prevention of infections by 
careful hygiene of the nose and throat, aspiration of saliva if 
swallowing is faulty, and careful attention to the skin and bowels 
is of importance. Overstimulation should be avoided, and if the 
patient is extremely restless mild sedation may be required. 
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INJURY TO THE THORACIC CAGE 


To THE Epitor:—Assuming no damage to the lung and no 
severe hemorrhage, what is the probability that an injury 
involving fractures of both first ribs will result in ventilatory 
insufficiency? It is also assumed that the patient previously 
had a normal cardiorespiratory system. In other words, how 
important is the intactness of the “thoracic lid,” the first pair 
of ribs and the manubrium, to the maintenance of normal 
respiratory movements? 


Robert M. Kaplan, M.D., Davenport, Iowa. 


ANSWER.—The “thoracic lid” or operculum, comprised of the 
uppermost two ribs and intervening manubrium and the associ- 
ated muscles, provides a fulcrum toward which the upper ribs, 
second to fifth, may be raised. The relative importance of an 
intact operculum is not known. Older opinions, based on con- 
siderations of the cause of development of apical tuberculosis, 
have, however, maintained that a free manubriosternal move- 
ment is necessary for proper expansion of the apex of the lung. 
Granting the questioner’s conditions and assuming satisfactory 
bony union and muscular and tendinous attachments, “ventila- 
tory insufficiency,” whether considered to mean exertional or 
resting dyspnea or serious limitation of ability to increase 
respiratory minute volume, would not be expected after bilateral 
first rib fractures. Costoversion thoracoplasty and kyphoscoliosis 
are two examples of major mechanical derangements of the 
thoracic cage that, although causing reduced ventilatory reserve, 
are not necessarily accompanied by major symptoms of respira- 
tory inadequacy. 

MYOTONIA CONGENITA 
To THE Epitor:—What is the latest treatment for myotonia 
congenita? ' 
Salvatore Lima, M.D., Boston. 


ANSWER.—Quinine in doses of 0.3 to 0.6 gm. every six hours 
is still the latest and most effective treatment for myotonia 
congenita. 


ERYTHEMATOUS LESION OF NOSE 


To THE Epitor:—Concerning the query in THE JouRNAL, Oct. 
23, 1954, page 802, regarding an erythematous eruption of 
the nose, two further possibilities should be investigated: (1) 
acne rosacea, often aggravated by exposure to sunlight, and 
(2) allergic (atopic) dermatitis. In case protective ointments 
do not help, the patient should undergo a thorough allergic 
investigation, including trial elimination from the diet of 
several often-incriminated foods. Also, should the patient 
prove sensitive to members of the inhalant and environmental 
group of allergens, these should be given subcutaneously, 
in accordance with prescribed allergy schedules, for a period 
of one to two years. I have often seen remarkable improve- 
ment in these conditions as a result of good allergy manage- 
ment, in the event other methods fail. 


Ben C, Eisenberg, M.D. 
2680 Saturn Ave. 
Huntington Park, Calif. 


AN EMERGENCY KIT 


To THE Eprror:—ZIn reply to the query about an emergency 
kit for cardiac attacks in THE Journal, July 24, 1954, page 
1195, 1 should like.to call attention to “A Cardiac Emergency 
Kit” (Silverman and Trudeau: Am. Pract. & Digest Treat. 
4:840, 1953). This practical kit was on display at the second 
World Congress of Cardiology, held recently in Washington, 
D. C. (scientific exhibit: Silverman, J. J., Bernstein, A., and 
Trachtenberg, H. B.). The Essex County Heart Association 
of New Jersey is planning to install this type of kit at various 
hospitals throughout the county. 


Harold B. Trachtenberg, M.D. 
65 E. 79th St., New York 21. 





